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With this prescription— 
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is assured of relief “from 


pain and its nervous mani- 
festations in a large number 
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simple headache to in- 
operable carcinoma, with 
the minimum danger of 
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THE CORRELATION OF PATHOLOGY, PHYSICAL SIGNS, 


AND X-RAY APPEAR- 


ANCES IN THE DEVELOPMENT OF LUNG CAVITATION* 


BY 


R. R. TRAIL, M.C., M.A., M.D., F.R.C.P. 
Pepsin Royal Chest Hospital, London ; Physician to ‘Surgical Unit, Papworth ; Wing Commander, R.A.F.V.R. 


The correlation of pathological findings with physical and 
radiological signs is an unfailing-source of interest to the 
diagnostician. In diseases of the chest such a study is a 
fascinating game. It is still a game, in the nature of a jig- 
saw puzzle, in that the answer we continue to seek 
assiduously in most of the problems set is the individual 
living pathology, the pathogenesis at the moment of 
diagnosis, which shall act as the basis of that wider problem 
of individual treatment, ever the ultimate aim and true 
reward of the happy physician. 
the game with the same pieces. Some claim ability to find 
the answer with a limited number; some even despise 
certain sets of pieces. 

Controversial articles on the value of mass radiography 
recently appearing in the medical press serve to illustrate 
this point, Certain writers have professed to be indepen- 
dent of x-ray aids in the diagnosis of tuberculosis ; they 
say that to them clinical history and stethoscopic signs are 
all-sufficient. Some have gone to the other extreme and 
have relegated the stethoscope to the scrap-heap. Both 
classes may, as individuals, be entirely truthful in their 
statements, the first having ears to hear and the second 
eyes to see. We do well, however, to ignore deaf advocates 
of perpetual ear stops, however well they can see, and 
preachers of permanent blinkers, however well they can 
hear. The “useless” club in our golf outfit is too often 
the one we have never learnt to use. The truth is, we still 
require every possible aid—pathological, radiological, and 
stethoscopic—in the diagnosis of chest disease if we would 
belong to the class of the happy physician “ who stops, and 
who looks, and who listens.” 

Let us consider how these principles affect the discovery 


of cavitation, throughout its development. in bronchiec- 


tasis, abscess of lung, and tuberculosis. 


Bronchiectasis 


We will leave aside the much-discussed subject of con- 
genital bronchiectasis and confine ourselves to the disease 
in its acquired form. Even here there is controversy on 
the intrabronchial or extrabronchial origin, but it is gener- 
ally accepted that the first recégnizable pathological change 
is dilatation of the bronchus, due to obstruction plus infec- 
tion, and that this dilatation is the first step in the produc- 
tion of the bronchiectatic abscess cavity. 

In children the process is usually very acute, taking the 
form of ulcerative bronchitis, which breaks down the 
bronchial wall and invades the lung substance so rapidly 
that all the clinical and radiological findings of an advanced 
stage of adolescent and adult forms of the disease present 
almost from the first symptomatic evidences. 


* Read before the Ely Medical Society of the R.A.F. on 


June 8, 1941. 


Not every player plays 


From adolescence onwards the progress of the disease is 
generally much slower. Here chronic upper respiratory 
tract infections and chronic bronchitis are early secondary 
invaders of the damaged and weakened bronchi, and cause 
a loss of muscle tone that in its turn produces further 
dilatation. The normal action of respiratory widening by 
comparative negative intrathoracic pressure, exerted by the 
pleural vacuum, is not now followed by normal contraction 
of undamaged elastic tissue, and this vicious circle is con- 
tinued by the resultant accumulation of debris in the lumen, 
interfering by its dead weight with the natural sweeping 
movements of the cilia. 

Microscopical examination shows affected bronchi to 
be chronically inflamed and slowly breaking down and 
atrophying. In some parts only the epithelium will be 
affected ; in others muscle and elastic tissue are fast dis- 
appearing ; while in an advanced area every element of the 
bronchial wall is mixed beyond recognition into a dense 
fibrous mass, and the ciliated columnar epithelium is begin- 
ning to show squamous-cell infiltration. Surrounding areas 
of the lung show compensatory emphysema. 

‘At this stage the physical and x-ray findings are in most 
cases bilateral and basal. The heart is central ; there is no 
mediastinal displacement ; and clubbing of the fingers, if 
recognizably present, is still at the first stage. This consists 
of an excess of tissue at the root of the nails—cyanotic, 
and with an unnatural shine as from continual polishing. 
The movement of the chest is heaving in- the lower zones 
rather than lateral, owing to compensatory emphysema. 
The note to light percussion is impaired, but the overlying 
emphysema may very easily produce a deceptive tympany. 
In most cases, as there is still some airway in the bronchi, 
rhonchi and sibili are heard through the whole inspiratory 
phase ; but they are most insistent in the first half of the 
phase, and return equally loudly in the middle and last 
phases of expiration. If such added: sounds remain after 
cough they are lessened in intensity and practically con- 
fined to the early phase of inspiration. In addition, there 
are heard throughout the whole of inspiration, both on 
ordinary breathing and after cough, fine to coarse sounds 
of a dry character. The characteristic appearance of 
increased striation on the film and the microscopical find- 
ing of increased deposition of connective tissue in and 
around the bronchi and their associated alveoli have taught 
us to recognize these as the stethoscopic finding of estab- 
lished fibrosis. 


The x-ray film taken at this stage shows heavy, rather 
fluffy linear shadows towards both bases, irregular in their 
loss of translucency, but more or less faithful to the normal 
branchings of the larger bronchial bundles. We are view- 
ing the increased blood supply of chronically inflamed 
bronchi, and occasionally slight invasions of lung tissue 
through penetrated bronchial walls. 
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The introduction of lipiodol would show enlarged 
bronchi, slowly increasing in width from the upper border 
of the affected area downwards towards the bases, occa- 
sionally pulled into small nodular sacculations, and now 
and again without true definition in the shadows of their 
edges. 

The further stages, so well demonstrated in children, con- 
stitute a picture of rapid deterioration. Increased inflam- 
mation produces complete destruction of the elastic and 
muscle fibres; resultant debris brings occlusion of the 
lumen ; the cilia give up the unequal struggle, and their 
consequent paresis is followed by organization, shown in 
the replacement of their columnar by squamous-cell 
epithelium. Endarteritis of the vessels in the walls brings 
increased fibrosis ; areas of atelectasis in the alveoli of the 
neighbouring bronchioles add to the negative intrathoracic 
pressure already pulling the dilated lumen into saccules, 
until finally there is complete destruction of all elements, 
including the cartilage, and perforation brings further sepsis 
to surrounding parenchyma. 

The x-ray picture changes with these developments. 
Linear densities previously noted become more irregular 
and extensive, and fibrosis is demonstrated by the shift of 
the heart and mediastinum to the affected or more affected 
side. Septic extensions through the bronchi to lung tissue 
are seen as ill-defined areas of loss of translucency, like 
blobs of cotton-wool, around and intimately mixed with 
the shadows of chronically inflamed and dilated bronchi. 
These, at first small and more or less discrete in the acute 
state, later become confluent, and are often entirely similar 
to the shadow now called that of pneumonitis ; they have, 
however, a distinctive and diagnostic difference in that the 
accompanying fibrosis produces mediastinal shift. Such 
shadows come and go with the onset of and recovery from 
the well-known exacerbations of the established disease. 
But temporary recovery only adds to the vicious circle of 
dilatation of the bronchi as new areas of atelectasis repeat 
the previous process, so that the basic and diagnostic 
appearances of marked peribronchial vascularity are still 
heavier, more grossly contorted, and less and less associated 
with the linear distribution of normal bronchi. 

Examination with lipiodol will show exaggerations of the 
anomalies previously noted on its introduction. Enlarge- 
ment is much more pronounced, the edges of the bronchi 
will be more confused and nodular ; some will show noth- 
ing comparable with normal outlines, but be replaced by 
gross sacculations, while still others will be completely 
indistinguishable and lost in a ragged cavity invading 
surrounding parenchyma to greater or lesser degree. 

Physical signs have also altered. The mediastinum has 
moved to the affected or more affected side. Such shift is 
most easily demonstrated by the “sterno-mastoid sign.” 
This consists in gentle palpation of the band of the sterno- 
mastoid towards its origin at the inner end of the clavicle 
while the patient is lying or sitting in a relaxed position 
with the head central to the thorax. On that side to which 
the mediastinum is either pulled or pushed there will be 
found marked tension. The scaleni on the same side of 
the neck may be similarly affected. Simple scoliosis can 
produce such a sign in minor degree, but can be excluded 
very easily by chest inspection alone. 

Developed osteo-arthropathy is now an evident sign. 
This is “ septic” in type: the whole terminal phalanx is 
involved, enlarged in all diameters, gross, clumsy, and 
“drumstick ” in appearance. Such clubbing is entirely 


different from the usual finding in tuberculosis, where the 
enlargement is “dorsal-palmar” in type, and tends to 
give a more claw-like, tapered, and refined look to the 
fingers. 
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Marked lack of movement and dullness are present over 
the affected areas. Added sounds take on a new and dis- 
tinctive character. Coarse rhonchi may be heard between 
exacerbations, as there are areas of incomplete blockage of 
the lumen ; but the most diagnostic signs in such conditions 
are rales, exceedingly coarse and metallic, best heard in the 
first phase of inspiration, and remaining post-tussive. They 
tail off in the second half of inspiration to those already 
described as evidence of fibrosis, and tell us our patient has 
reached the stage of sacculation and abscess-cavity forma- 
tion. Destruction of all elements of the bronchial wall is 
active and progressive. 

During exacerbations the areas with surrounéing pneu- 
monitis may be quite silent owing to complete blockage of 
the lumen and the filling of communicating lobules with 
pneumonic exudate, but examination repeated after a 
period of rest in bed will show further increase in numbers 
and intensity of the characteristic metallic rales, which 
encroach more and more into the middle phase of inspira- 
tion, showing that the patient has now developed lung 
abscess of bronchiectatic origin. 


Lung Abscess 


The cavitation of lung abscess which is not bronchiectatic 
in origin is entirely different in physical and radiological 
signs throughout its development, although its pathology is 
rather similar in its main features. We have seen that in 
bronchiectatic cavity formation the primary process may 
be followed from an intrabronchial origin and that the 
abscess is an involvement of parenchyma by extension. 
Such an abscess cavity is met with in overflow, by proximity 
plus pressure, in cases of empyema, and is common in the 
interlobar type. It is similarly found after aspiration 
of foreign bodies and septic material into the bronchi—for 
example, after operations on the upper respiratory tract. 

We will not deal here with multiple small abscess forma- 
tion due to dissemination of septic emboli through the 
blood stream, where the breaking down is an extension of 
connective-tissue destruction, but will confine ourselves to 
that type of abscess which has its beginnings in the alveolar 
spaces and follows bronchopneumonia and, more rarely, 
pneumonia as the primary disease. We find that the 
branches of the more vertical right lower bronchi are more 
frequently involved than the left in bronchopneumonic 
cases: for the same reason the upper lobes are more rarely : 
affected than the lower. The site of the lesion is far more ' 
often peripheral than central. The majority of the abscesses ‘ 
are superficial, and so immediately under the pleura that 
it is affected from the onset. At an early stage they are not 
easily determined in outline post mortem, being merely 
mushy gangrenous-looking areas in the middle of bunches 
of alveoli occluded by typical pneumonic exudate. There 
is, however, a very distinct change in the film associated 
with the causative disease. If this has been pneumonia, the : 
loss of translucency, previously equal from periphery to 
heart shadow at any one level throughout its extent, be- 
comes greater in the abscess area, and comparatively less. 
to entire absence, in other areas of the affected lobe. This ¢ 
denser area is gerierally in the outer zone of the lung field. j 
There is no shift of the trachea or mediastinum to the» 
diseased side. 

If the previous condition has been bronchopneumonia 
the alteration in shadow is just as dramatic. In place of 
scattered areas of loss of translucency, never confluent and 
yet never entirely separated by normal translucent areas, 
and generally much more evident over one lower zone than 
the other, there appears the shadow described above. This 
is confluent, ill defined in its edges, and heaviest in its 
central zone. 
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To physical examination there is definite lack of move- 
ment of the affected side and a fairly limited impairment 
of note. The diagnostic stethoscopic sign is a coarse pleural 
rub, usually far more extensive than the area of dullness, 
and out of all proportion to symptoms ; indeed, it may be 
entirely painless. Such a finding over the right upper lobe, 
especially if it be post-operative to upper sinus infection 
and anterior and below the clavicle, is almost by itself 
diagnostic of abscess formation. When actual cavitation 
occurs the pleural rub either becomes very localized and 
annular in distribution to the underlying lung lesion, or 
disappears entirely, as the pleura has become adherent and 
thickened in its layers. But a new and equally diagnostic 
stethoscopic sign appears. 

In pneumonic cases, in place of the redux crepitations 
of reopening alveoli, coarse metallic rales of the character 
already described in bronchiectatic abscess are heard, this 
time most insistent in the mid-phase of inspiration. They 
are, so far as their appearance in inspiration is concerned, 
the signs we heard in the last stages of abscess forma- 
tion in bronchiectasis, where the lung involvement was 
secondary to bronchial sacculation: there they were a con- 
tinuation to the mid-phase from the first phase of inspira- 
tion ; now they begin in the mid-phase as lung involvement 
by sepsis precedes bronchial involvement. Accompanying 
them throughout inspiration there may be high-pitched 
sibili and coarse rhonchi, of the type commonly found in 
partial blockage of the bronchi. Where bronchopneumonia 
has been the preceding disease these metallic rales replace 
the moist rales, of definitely less intensity, heard in the 
same phase of inspiration in all ordinary uncomplicated 
cases. 

There is still at this stage no shift of the mediastinum 
to either physical or radiological findings, but the latter 
change within the area of the actual lesion. Towards the 
centre of the dense area a translucency becomes apparent, 
either ill defined or with a linear edging only, oval or 
rounded in shape. A fluid level may appear, but is unusual 
at this stage. Its outline is no more marked by viewing the 
film at the distance of some six feet than it is on close 
inspection, nor does any change appear at differing distances 
in the surrounding area of loss of translucency. In both 
such features, as we shall see later, the film differs consider- 
ably from that of fibro-caseous tuberculosis with cavitation. 
The reason for this we can find by examination of the 
cavity at such a stage post mortem. The wall is not fibrotic 
but ill defined and ragged, and is heavily infiltrated with 
large mononuclear phagocytes and polymorphs. The sur- 
rounding alveoli are filled with typical pneumonic exudate. 
Should such a cavity not be evacuated further changes will 
appear. Generally within three to four weeks of its first 
formation dense fibrous tissue appears in its wall, shutting 
it off from surrounding lung. Similarly, organization of 
their pneumonic exudate is followed by induration of 
surrounding alveoli. Bronchi become infected and bron- 
chiectasis supervenes ; we are Witnessing the reverse process, 
albeit in a restricted area, which we followed in the forma- 
tion of abscess cavity in primary bronchiectasis. 

Film now shows a well-defined cavity wall, rounder and 
smoother in outline than the chronic tuberculous cavity, 
and more apt to contain a fluid level. Further in com- 
parison with such a cavity, it changes more suddenly from 
its well-defined inner wall to a generalized loss of trans- 
lucency in surrounding lung tissue, and therefore still alters 
but little by distant viewing as against close inspection. 
Pathology tells us why: induration and organization are 
confined in lung abscess to alveoli close to the circumscribed 
lesion, but in fibro-caseous tuberculosis acinar collapse and 
fibrosis are widespread in comparison, and generally 


scattered throughout at least the major part of the diseased 
lobe in which the cavity develops. 

Commencing mediastinal shift, now evident on the film, 
can be discovered by physical examination, and is due to 
the increasing fibrosis, which adds its stethoscopic signs, 
already described, to those of the still more insistent metallic 
rales. They are a definite danger signal ; they show that 
the basis is laid for complicating bronchiectasis, which may 
persist even with apparent recovery as judged by symptoms. 
Clubbing of septic type now appears so rapidly that changes 
can be noted almost from day to day up to gross “ drum- 
stick ” terminal phalanges. 

Disappearance of the annular shadow to ordinary film 
examination may be entirely misleading in summation of 
prognosis. Tomography or examination with lipiodol will 
often show that all that has happened is that the primary 
lung abscess is replaced by a bronchiectatic abscess, com- 
municating with a dilated and infected bronchus. Herein 
lies the explanation of what is often misread as a re- 
exacerbation of the primary symptoms, but is really a 
secondary and dangerous bronchiectatic process. Stetho- 
scopic signs will aid us to this conclusion. Just as the 
progress in primary bronchiectasis from dilatation to lung 
involvement was marked by the forward march of metallic 
rales from the beginning of inspiration to beyond its middle 
phase, so is the backward progress now evident, from 
alveolar spaces to bronchial tube, by the retrogression from 
mid-phase to beginning of inspiration of these same charac- 
teristic sounds. 


Tuberculosis 


The progress of tuberculosis differs widely from that of 
both lung abscess and bronchiectasis in physical signs, 
radiological findings, and pathology. The key to the under- 
standing of all changes leading up to tuberculous cavitation 
lies in the study of the behaviour of the acini. Until their 
caseous content breaks down they are completely silent 
areas, although they impose a lack of movement on the 
affected side far beyond their actual extent. But Nature 
attempts to evacuate them immediately they begin to dis- 
integrate, and each discharges into its corresponding 
bronchiolus respiratorius. Now appears the earliest stetho- 
scopic sign of active tubercle in a fine sibilus heard in the 
second half of inspiration. As it is increased in intensity 
the deeper the inspiration, and reaches its loudest and its 
highest pitch in the last third of inspiration, it is entirely 
different from the sounds of ordinary bronchitis. 

We have now seen how all these differing sounds, inter- 
fering with normal inspiration in differing phases, seem 
to have a definite correlation with the actual site of the 
initial lesion in each disease producing them. Bronchial 
dilatation in early bronchiectasis interferes with the first 
phase ; lobular lesions in lung abscess with the mid-phase ; 
and acinar lesions in tuberculosis with the last phase. 

A film taken before disintegration of acinar lesions begins 
is generally of one of two main forms. The first will be 
typical of the fibro-caseous or proliferative form of the 
disease, and present a rounded area of loss of translucency, 
usually in the subclavicular region or near the apex of the 
lower lobe, on one side of the chest. This is known as the 
‘** Assmann focus.” The acute, non-fibrous, or exudative type 
of infiltration will present, on the average, many areas not 
unlike bronchopneumonia. Although more woolly in their 
edges, they have more clearly defined translucencies between 
them than is the case in simple bronchopneumonia. In 
addition they are more numerous, and are generally more 
marked in or are confined to the upper and middle zones 
of the lung fields, as against ordinary bronchopneumonic 
distribution in the lower lobes. 
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It is necessary to follow separately these two types of 
disease in their progress towards established cavitation. 


Acute Exudative Tuberculosis 

Acute disease seldom produces a large cavity, although 
several individual vomicae may appear as if simultaneously, 
or in quick succession. This is because by its nature it 
lacks the organization, collapse, and consequent increase in 
intrathoracic negative pressure characteristic of the pro- 
liferative type. The inflammatory exudate filling the acini 
caseates and disintegrates freely, uncontrolled by fibrous 
tissue and its accompanying numerous giant cells. No 
barrier is set round it to protect surrounding lung tissue, 
and as a result disintegrated: tissue fills the bronchi, and 
bacilli flood the lymph nodes in increasing numbers, caus- 
ing them in turn to caseate rapidly. The disintegrating area 
has a moth-eaten, ragged outline, but now and again the 
process is so acute as to give the impression of a large 
“ ticket-punch” hole. The pleura immediately adjacent is 
actively inflamed. 

On the film such a cavity will appear as an area of com- 
parative translucency among the scattered shadows already 
described. Sometimes it has no clearly defined edge beyond 
a ragged outline : but now and again a definite wall is seen, 
heavy-looking and of the density of pneumonic exudate, 
which, we have noted, is indeed its structure. It will then 
differ quite distinctly from that of chronic lung abscess 
on the one hand and the chronic tuberculous cavity on the 
other. It lacks the defined, organized inner edge of chronic 
abscess and does not appear within a circumscribed area of 
equal loss of translucency in an otherwise generally un- 
infected lobe. A later description of the chronic tuber- 
culous cavity will be sufficient aid in this differential 
diagnosis. 

Heavy hilar shadows will be noted, indistinct and con- 
fused, although the right tracheo-bronchial group of glands 
may show up as a separate and fairly well defined entity. 
As there is no fibrosis, shift of the mediastinum is not 
present towards either side of the chest. 

Physical signs are mainly stethoscopic. Clubbing of the 
fingers is generally absent beyond its first manifestations. 
There is little true dullness ; lung movement is poor. The 
preponderant part of the infiltrated area is usually silent, 
although here and there the diagnostic sign of active in- 
filtration will be heard. Over the site of the vomica 
localized pleural friction may be heard, but the diagnostic 
sign of active cavitation consists in a very circumscribed 
coarse bronchitis, which gives the impression to the listener 
that it comes from the depths of the lung tissue. He is 
hearing a true tuberculous bronchitis by the flooding of the 
bronchi with caseating exudate. 


Chronic Fibro-caseous Tuberculosis 

We have already seen that the usual site of the earliest 
lesion in proliferative tuberculosis is subapical in the upper 
lobe. This is the usual site of its cavity, although by the 
time of its formation infiltration and fibrosis have, in the 
majority of cases, spread far into the lower lung fields. 

Sometimes the Assmann focus breaks almost immediately 
into cavity formation. It then shows on the film as a well- 
defined annular shadow, not thick in its outline, and usually 
with a fluid level. The average case, however, shows a slow 
disappearance of its regular annular outline: its edge 
becomes confused, its loss of translucency is no longer 
uniform, and its lower edges merge into shadows made by 
the increased blood supply of draining bronchi tracking 
towards the hilum. Already a slight but definite shift of 
the mediastinum towards the affected side can be seen, and 
viewing the films at some distance will throw into relief 
against a background of generalized loss of translucency 
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bunches of acini, organized or collapsed, and starting to 
fuse. This is because, from the first, fibrosis has attempted 
to keep pace with infiltration. Tuberculous granulation 
tissue has entered the bronchioles; empty acini have 
collapsed ; others are unable to rid themselves of their 
exudate, which proceeds from caseation to fibrosis. The 
bronchial wall weakens, dilates, loses its powers of elastic 
recovery in expiration, and is pulled more and more out- 
wards by the intrathoracic pressure, which is now aided by 
the surrounding organization. Neighbouring affected acini 
combine to a solid fused surround of the advancing cavity ; 
more distant ones are scattered throughout the diseased 
portion of the lung amid more active and less fibrotic areas. 
Surrounding lung tissue shows much fibrosis. Bronchi 
show thickened walls, and overlying pleura is adherent, 
its layers being organized and increased in depth, often to 
a considerable extent. 

Physical signs are in keeping. Typical tuberculous 
clubbing is present in a large proportion of cases, although 
in very advanced and long-standing cases superimposed 
lung infections may make it approximate to the septic 
type. There is marked displacement of the mediastinum to 
the affected side, or a less marked but appreciable shift 
to the more affected side in bilateral disease. 

While the signs of active infiltration remain at the 
advancing edges of active areas, and the signs of fibrosis 
may be heard throughout the diseased portions of the lungs, 
these are generally restricted in extent, as against the real 
amount of involvement found by film examination. A 
fairly safe rule of thumb appears to be that signs heard 
above the clavicle mean that at least one-third of the lung 
is involved, and that signs heard below the clavicle mean 
that at least half of the lung is involved. Where laryngeal 
tuberculosis is present we may estimate the true extent as 
roughly three times that of our stethoscopic findings. 


The development of the cavity is signified by the addition . . 


to these sounds of coarse metallic rales, again of the same 
character and quality as those noted in lung abscess and 
bronchiectasis, but now heard in the last third of inspira- 
tion, increasing in intensity the deeper the breath, and 
remaining, and even increasing in number and coarseness, 
after cough. In addition, many cases have showers of fine 
dry-sounding crepitations with the act of coughing, dis- 
appearing immediately inspiration begins. They are 
evidence of thickening and adhering pleura, which is shown 
on the film as a generalized, even, slight loss of translucency 
over the infiltrated and fibrotic lung. 

The chronic tuberculous cavity shows up on x-ray 
examination as no other cavity does. It has usually a fairly 
wide but always well-defined wall, which on close inspec- 
tion may be hazy in its distal borders, where changing 
densities show how the scattered nodules of organized and 
collapsed acini of the barrier are lying in a background of 
fibrosed lung and covered by thickened pleura. Viewing 
at a distance, however, throws these densities into strong 
relief against the background, thus producing a picture 
quite distinctive, and in itself diagnostic, of fibro-caseous 
tuberculosis. 

Conclusions 


Such, then, is an attempt at correlation of pathology 
with physical and radiological findings in one small part 
of the fascinating study of chest disease. It is, as indeed 
it must be, an individual attempt. To return to the simile 
of the jigsaw puzzle, it has placed personal values on the 
sets of pieces and the single pieces. Part of the charm of 
the game is that other players may set their own values 
but arrive at the same answer, which, as already said, 
must be the physician’s decision on the individual patient's 
pathogenesis at the moment of diagnosis. 
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We can see how every game from the first has a definite 
effect on the playing of its successors. We learn gradually 
to attach special meanings to our own set of pieces which 
we call physical signs in the light of increasing use of the 
radiological set; we read new values into our films by 
applying to them these readjusted physical signs ; and we 
add to both a freshened interest in living pathology. In 
other words, each game is a new experience, instructive, 
exhilarating, and whetting to the appetite for further and 
new problems. The number of these is so large that we 
need never fear that in our short time we shall solve them 
all; we have games for a lifetime. 


TREATMENT OF HALLUX VALGUS 
DEFORMITY IN SOLDIERS 


BY 


R. BROOKE, O.B.E., MLS., F.R.C.S. 
Lieutenant-Colonel, R.A.M.C. 


A surgeon who has treated with success hallux valgus 
deformity of the great toe in civilian patients may be dis- 
appointed with the results he obtains when similar methods 
are used in the case of the soldier. Why should there be 
this difference? There are many possible explanations. 
One is that usually in civilian life no question of compensa- 
tion arises in this type of case, and the patient is thus forced 
by financial necessity to get back to his job as quickly as 
possible ; he will co-operate to the fullest extent in the after- 
treatment and will make the best of any disability which 
may remain. In the case of the serving soldier this 
incentive to get well quickly is absent. He has no financial 
worries, is usually comfortably housed in an E.M.S. or 
military hospital, is excused duties, drill, and marching, and 
yet is not confined to bed and is allowed considerable 
freedom which he.is fit to enjoy. It is not surprising that 
he takes his time in getting well. He is unenthusiastic, 
perhaps lazy, and often perhaps completely uninterested in 
the treatment. This lack of co-operation may lead to a 
poor result, which soon becomes apparent to the patient, 
and on occasion he will exploit it to the full. The greatest 
caution is therefore called for on the part of the surgeon, 
especially where operative treatment is contemplated. Each 
case must be considered on its own merits, and those only 
selected in whom some degree of co-operation may reason- 
ably be expected, after weeding out men who have a grouse 
against everything—Army life in particular. 

An analysis of Army medical categories will show that 
a man may be placed in Category Al if he has no foot 
defects, A2 if he is an Al man with slight foot defects, 
C if he would be fit for a higher category but for marked 
foot defects. The ultimate aim of any form of treatment 
is threefold: to raise the soldier to a category higher than 
that in which he is at present ; to prevent his being placed 
in a lower category ; and, finally, to prevent his being put in 
Category E and boarded out of the Army. Even if his 
ultimate category is not one of the higher ones, treatment 
will be worth while provided the time taken over it is not 
too great. 

To be eligible for the lowest category, C, he must be 
capable of carrying out a full day’s work in his own arm 
for continuous periods without going sick. He must be 
able to wear and march in Army boots. This does not 
imply that Army boots are an additional burden which he 
must bear. They may be heavy but they are well designed, 
and it is not the boots that are in any way at fault. The 
soldier, it is true, refers all his foot troubles to his Army 


boots. He may be boarded Category E because he 
cannot march in them, but this is only tantamount to saying 
that no treatment will offer any prospect of his walking in 
any other than special boots or shoes with reasonable 
comfort, and probably not even in these. It may perhaps 
be that through an error of judgment or an accident the 
treatment attempted has failed in its object, or was possibly 
unsound in its conception and under war conditions should 
never have been attempted. 

A man working in a sedentary occupation in civil life 
may for many years carry on in comfort by wearing shoes, 
only to find that his feet will not stand up to the strain of 
wearing Army boots. The Army, for self-evident reasons, 
does not make an issue of shoes. Men who by wearing 
shoes could be employed in clerical or administrative duties 
are thus lost to the Service. Special boots, and even such 
appliances as arch supports, may be obtained in isolated 
cases, but the formalities connected with their issue are so 
great that, in practice, attention is confined to an attempt, 
by palliative measures such as foot drill and massage, and 
in selected cases operative treatment, to make the patients 
well enough to wear the ordinary boots supplied without 
these additions. 

Palliative Treatment 


In soldiers, in most cases, the deformity is of the acquired 
type and is moderate in degree, so that much can be done 
by well-planned and graduated active exercises, with pre- 
liminary thermotherapy, and faradism to the invertors of 
the foot and intrinsic muscles, which are also at fault. 
Active exercises may be taught to music, and it is an advan- 
tage to group patients together into classes for this purpose. 
Newcomers are encouraged by the progress which they see 
in others. A course of daily active foot-exercise classes 
will last for twenty-one days, and the less severe cases may 
have recovered sufficiently at the end of that time to return 
to their units. These are, however, long-term cases, and 
more than one course may be necessary to tide the patient 
over the period of foot-strain due to the sudden change 
from a sedentary occupation to an active Army life. 


Operative Treatment 


The patient is a young man and, speaking generally, the 
deformity is not in its advanced stages and arthritic changes 
have not yet supervened. There is a well-marked bunion, 
an outwardly overriding or underriding great toe, a varying 
degree of stiffness and pain, and an associated dropping of 
the anterior arch. The deformity is fixed, and cannot be 
corrected by passive movement. Operative removal of the 
bunion will ease the pressure of the boot on the tender and 
sometimes inflamed soft tissues and, followed by a short 
course of physiotherapy, may be all that is required to 
enable the man to return to duty and to wear Army boots 
with comfort. 

Such an operation does not correct the valgus deformity 
of the great toe ; nor, for that matter, do arthroplasties, in 
which the metatarsal head is partly removed and reshaped 
or the base of the proximal phalanx removed. Only in 
older patients with arthritic and painful joints are these 
operations of Mayo and Brande justifiable—the exception 
rather than the rule in soldiers—and the most that can be 
hoped for is that by removing enough bone the joint will 
be rendered flail and painless. The great toe ceases to act 
as a lever and is carried as a useless appendage. Failure 
to remove enough bone gives a painful and stiff joint— 
rather worse, if anything, than it was before. In both these 
instances the toe will be shortened but the valgus deformity 
will persist. It is difficult to understand why so much is 
expected from an arthroplasty of this important weight- 
bearing joint when the results of arthroplasties in other 
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weight-bearing joints, except in the hands of a few, are on 
the whole so indifferent. It is certain that, in general, such 
radical operations have no place in the treatment of hallux 
valgus deformity in the soldier. Apart from the removal of 
the bunion already mentioned, the less the bone is interfered 
with the better. If the deformity is fixed, and cannot be 
corrected by palliative measures alone, operative treatment 
should be confined to the soft tissues. Some form of 
tendon-reposition operation, combined with a capsulotomy 
of the outer contracted part of the capsule of the metatarso- 
phalangeal joint, such as Silver and McBride's operation, 
is all that should be attempted. 


Tendon-reposition Operation 


The valgus position of the great toe is maintained by the 
contracted parts of the capsule and ligaments on the outer 
side of the metatarso-phalangeal joint by the pull of the 
outwardly displaced tendon of the extensor hallucis longus 


Fic. |.—A Z-shaped incision is made in the tendon of the 
exteisor hallucis longus. The abductor hallucis is exposed, and 
is incised near its anterior border. 


and by the pull of the innermost tendon of the extensor 
brevis digitorum passing to the great toe, and, to a lesser 
degree, by the adductor hallucis muscle. The long flexor 
tendon is not an important factor, for it is retained in its 
correct axis by the groove between the two sesamoid bones, 
and thus the direction of its pull is not altered. 

The capsule of the metatarso-phalangeal joint may be 
exposed through a three-inch vertical incision to the inner 
side of the extensor hallucis longus tendon, and the soft 
tissues separated from it round to the outer aspect. Here 


an incision, half an inch in length and vertical to the long 


axis of the toe, may be made from the contracted capsule 
down to bone, when the toe may at once be placed in the 
over-corrected varus position with the greatest of ease. No 
attempt should be made to sew up the gap in the capsule 
thus formed. The tendon of the extensor hallucis longus 
muscle is next exposed for a distance of three inches down 
to its insertion and divided by vertical and horizontal 
incisions as in a tendon-lengthening operation. By retract- 
ing backwards the inner margin of the incision the inner 
part of the abductor hallucis, which in this region is partly 
muscular and partly tendinous, comes into view. The 
tendinous portion is traced downwards to its attachment to 
the inner sesamoid bone, and is then incised horizontally 
over a distance of one and a half inches, rather nearer the 
anterior than the posterior margin of the tendon. The 
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smaller anterior portion of the muscle and tendon can then 
be pulled forward, and will form a loop through which the 
divided extensor hallucis longus is threaded from deep to 
superficial aspect, put on the stretch in the over-corrected 
varus position, and sewn again to the proximal end with 
three or four interrupted stitches of fine silkworm-gut (Figs. 
| and 2). The innermost tendon of the extensor digitorum 
brevis is divided and the wound closed. 

The toe is splinted by a small wooden splint (half a 
wooden tongue depressor serves well for this purpose) placed 
along the inner margin of the great toe and fixed first to the 
toe and then to the foot by two pieces of narrow strapping. 
On the fifth day the patient begins to walk with the splint 
in situ. On the tenth day active exercises are begun, and 
from that time the patient walks barefoot, both indoors 
and out. The splints are worn continuously for four weeks 


Fic. 2.-—The capsule on the outer side of the joint ts incised 
vertically. The tendon of the extensor hallucis longus is passed 
‘through the slit made in the abductor hallucis muscle from deep 
to superficial aspect, and sewn again to its peripheral end by 
three interrupted stitches. 


and are removed only for remedial exercise treatment. For 
a further three weeks they are worn at night only. 

The power of active adduction and dorsiflexion of the 
great toe returns rapidly, and in from five to six weeks 
from the date of the operation the patient is walking without 
pain and without a limp, and is fit to rejoin his unit. 


Conclusions 


If operative treatment of hallux valgus deformity in 
soldiers is contemplated, only those cases likely to co- 
operate in the post-operative treatment should be selected. 

The patients are young, and much more can be done with 
palliative treatment alone than is the case in civil life. 

Bony operations involving removal of the base of the first 
phalanx or partial removal of the head of the metatarsal 
bone are best avoided. 

An operation of tendon reposition with division of the 
contracted capsule of the joint is described. 
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E. WITTKOWER, M.D., L.R.C.P.Ed. 
Physician and Halley Stewart Research Fellow, Tavistock 
Clinic, London ; Visiting Research Psychiatrist, E.M.S. 


AND 


T. F. RODGER, B.Sc., M.B., M.R.C.P.Ed., D.P.M. 
Major, R.A.M.C.; Specialist in Psychological Medicine 


IN COLLABORATION WITH 


G. I. SCOTT, M.A., M.B., F.R.C.S.Ed. 
Major, R.A.M.C. ; Ophthalmic Specialist 


AND 


B. SEMEONOFF, M.A., B.Ed., Ph.D. 
Lecturer in Psychology, University of Edinburgh 


Specific Psychological Data and Characteristics 


Certain data commonly found in the whole series, regard- 
less of the personality type concerned, appear worth 
recording. 


1. Eye Troubles in the Family.—Of the total of 52 patients 
9 stated that another member of the family suffered from night- 
blindness. In one of them, incidentally one of the best-adjusted 
of all, the patient’s father, two brothers, and two sisters com- 
plained of the disorder. Complete blindness in near relatives 
was reported by 7, injury to the eye by 3, and severe anomalies 
of refraction by 8. 

2. Nervous Habits—Of the patients 23 were nail-biters as 
children, ! a thumb-sucker, 15 were stutterers, and 23 were 
fastidious about the'r food ; in all, 38 were either nail-biters or 
stutterers or were fussy about their food as children. As adults, 20 
were still nail-biters (their nails were bitten down to the quick), 
1 was a thumb-sucker, 9 suffered from speech disorders, and 15 
were fussy about their food. Altogether 33 were nail-biters. 
had an impediment of speech, or were fussy about their food. 

3. Morbid Fears.—lIf an allowance is made for minor degrees 
of fear of darkness (x ), which are so very common in children, 
fear that must be regarded as excessive (x x, x x x) was found 
in 24 and very severe fear (x x x x) in 6 of the patients as 
children. It persisted into adult life*to an unusual extent in 
22 (very severely in 5). When on rare occasions they ventured 
out in the dark they kept to the middle of the road, unable to 
shake off a fear that men might be prowling about ready to 
pounce on them, and every harmless passer-by was regarded 
with fear and suspicion. Until they joined the Army four of 
the men slept with the light burning. The mother of one had to 
sit by his beds‘de until he fell asleep; another disturbed his 
comrades in the barrack-room by getting up at night to stoke 
the fire or switch on the light. 

Unusual fear of injury was pronounced in 32 of the men as 
children and in 28 as adults. Afraid of getting hurt, they 
avoided fighting and rough games as children. As adults they 
are extremely careful in crossing roads and are generally told 
that they have too much sense of danger. They have an 
irrational fear of doctors, nurses, and hospitals, and are terrified 
of minor surgical operations. They cannot stand the sight of 
surgical instruments, blood, or accidents. An otherwise 
courageous man, a special constable before joining up, used to 
“shake like a leaf” if he had to take patients injured in 
accidents to hospital. Some have an unreasonable fear of dogs, 
others of being robbed of something precious (of what, they do 
not know). One man got into a state of panic each time his 
hair was cut. 

In 5 of the patients concern about their eyesight appeared to 
be related to previous injury or severe visual disorder. In 12 
others their fear of blindness was clearly irrational. Long 
before the onset of their night-blindness they took great care 
not to throw too much strain on their eyes, never took part in 
stone-throwing, kept out of dust-clouds, and wore eye-shades at 
their work. Even if they were of very limited means they con- 


* Concluded from page 575. 
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tributed generously to charities for the blind. One man always 
walked stooped ; another was laughed at because he closed his 
eyes when boxing. An airman, previously fond of watching 
“ dog fights ” in the air, after his breakdown made himself “ as 
small as possible” if enemy planes were overhead, and felt 
unable to look up. A man who previously had distinguished 
himself by bravery, after his breakdown went straight to bed 
when an air-raid warning was given, and covered his eyes with 
the blankets. Several of the men were terrified of bayonet 
practice because of potential injury to their eyes, and one made 
himself a laughing-stock by wearing his steel helmet all day 
long ; he felt that it gave better protection to his eyes than the 
forage-cap. 

Other fears often encountered in these patients are fear of 
heights, claustrophobia, fear of water, fire, contamination, and 
infection. 

4. Conflicts over Aggressiveness——Four of the patients were 
overtly over-aggressive in adolescence or adult life. Two of 
them liked to provoke brawls, in the course of which, however, 
they used to faint. Two were criminals: one of these, a 
practical joker, delighted in tipping water out of windows, tying 
people to chairs, or screaming in cinemas. The vast majority 
were unaggressive, over-compliant, soft-hearted individuals. In 
some of them their aggressiveness was more or less completely 
repressed. They could not bear to see anyone in pain. One, 
for example, had not visited the cinema for years because he 
could not bear the sight of atrocities on the screen. He took 
a job with the N.S.P.C.C., but had to give it up because he 
could not stand reading the reports. These men accordingly 
loathe warfare, and some of them considered seriously reasoning 
with the enemy if they came up against him. In others the 
repressed aggressiveness was expressed in fantasy. “ Roaming 
through the fields alone all day,” said one, “I would sit at my 
camp fire at night and think to myself: * The last generation had 
a war, why shouldn’t we?’” He fancied himself a great 
explorer, a soldier, a doctor in a slum practice, an adventurer 
on the high seas. One of the patients had chosen Napoleon as 
his hero, and another one, a puny little man, wanted to descend 
as a parachutist in the centre of Berlin and wreck buildings. 
A great number of men, displacing their aggressiveness from their 
inner world into the outer, suspected danger everywhere, and 
were, as already mentioned, subject to numerous morbid fears. 
Some of the men succeeded in diverting their aggressiveness into 
channels which were tolerable to them. Two of the most tender- 
hearted patients took to butchering, and another one similar 
in type, a solicitor, chose to prosecute people. Others, deprived 
of an external outlet for their aggressiveness and prone to self- 
punishing attitudes on account of their inner conflicts, directed 
their aggressiveness against themselves. 

5. Prying Interests, and Wish to be Taken Notice of. —It is 
obvious that the interview: method does not lend itself to a 
careful analysis of early prying interests. Only very few 
admitted early peeping pleasures. One of them, the practical 
joker, took a special delight in bathroom intrusions. The 
majority denied direct prying interests. More than one, how- 
ever, had gone out of his way to take classes in human anatomy 
without actual professional interest in the study. Several had 
volunteered for first-aid work despite their professed horror at 
the sight of accidents. One made use of his position as an 
unqualified chemist’s assistant to listen to the complaints of his 
customers and even to examine them. A surprisingly large 
number of patients (13) reported spontaneously that as children 
they had repeatedly been “ticked off” for their uncalled-for 
inquisitiveness and curiosity, and that later in life they had an 
unquenchable thirst for knowledge. With a perhaps relevant 
frequency they showed as children a predilection for visual 
activities. such as drawing, sketching, and model-making, which 
afterwards in some cases had definitely influenced or shaped 
their lives. In one patient a gross inhibition of visual activity 
had occurred early in life: he could not bear to look at the sky, 
and all his life had walked with his eyes fixed on the ground. 

Similarly most of the patients were inhibited in their desire 
to be taken notice of. They liked to keep in the background, 
and if made the centre of attraction they felt uneasily all eyes 
focused on them. A fair number were unusually bashful in 
stripping in front of others. Six patients, by contrast, were only 
happy if they could show off. 
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Mode of Onset 


Nine patients stated that they had been night-blind since 
childhood, and in 16 it ‘began later in life but before the 
war; 13 noted their first symptoms when the black-out 
started, and 14 in the course of the war. The onset was 
gradual in 31 and acute in 21 patients. No definite corre- 
lation between personality types and mode of onset could 
be established. 


In four patients night-blindness started following some 
eye disease, injury to the eye, or eye operations which 
themselves, in the opinion of the eye specialist, did not 
account for the disturbance of night vision. In three cases 
it was preceded by a serious accident and was accompanie:! 
by various nervous symptoms. Eleven times it occurred 
in the course of a nervous breakdown, with which it was 
clearly connected. One man, a tin-worker, attributed its 
onset to the glare in the factory, but there was strong 
evidence in favour of the hysterical origin of the disorder. 


The onset of night-blindness in the course of a nervous 
breakdown observed in eleven patients deserves special 
consideration. The setting, in four cases, was that of men 
of unusual gifts who, after trernendous efforts, came up 
against a situation which for different reasons was more 
than they could stand. One man developed an acute 
anxiety state with night-blindness as a prominent symptom 
when one day, after many years of happy married life, 
he caught his wife with his best friend as her lover. In 
six others their neurosis and night-blindness seemed to be 
precipitated by terrifying war experiences, such as the sight 
of mangled bodies, close friends killed in front of them, 
the sight of destruction of their much-treasured property, 
etc. Twice night-blindness which had existed since child- 
hood was aggravated by similar circumstances. Here are 
some brief examples : 


ACUTE ONSET 


An aircraftman aged 19, who had lived a reckless life and 
had knocked about the world in an ocean tramp, enlisted in 
the marine section of the R.A.F. and his ship was blown up by 
a bomb. He struggled in the water, watching his comrades 
dying one by one, while he himself felt apathetic, unafraid, and 
ready to die. After his rescue and return to this country 
his symptoms came on; he became afraid of everything, was 
sleepless and unduly fatigued, and at the same time he noticed 
that his vision in the dark, on which he had formerly prided 
himself, rapidly deteriorated until he was night-blind. 

Another man. aged 21, grossly over-dependent as a child but 
afterwards ostentatiously independent and fond of taking risks 
and of gambling, had always been keen on aeroplane models 
and aeroplanes, and was fortunate in securing confidential work 
in the R.A.F. which thrilled him and gratified his inquisitive 
nature. On being posted to an aerodrome in a heavily bombed 
area he, however, was exposed to a severe raid in which a 
direct hit occurred near him, and he witnessed the spectacle of 
mangled bodies lying around. Some of his closest friends were 
among the fatally injured. After this incident he began to have 
nightmares, tremors, sleeplessness, headaches, and _ night-blind- 
ness. Formerly restless and thirsting for action, he has lost his 
confidence, ruminates on the fate of the shot-down enemy, 
reflecting: “These poor blokes had fathers, mothers, and 
sweethearts.” 

A corporal aged 29, averse to any “damaging mischief ” 
as a child and professedly unaggressive and unduly soft-hearted 
throughout his life, chose butchering as his career. He studied 
anatomy and physiology of cattle in his spare time and, as his 
interest grew, took classes in human anatomy and physiology. 
When one of his colleagues disembowelled himself by accident 
he was completely unperturbed. “ Blood is to the butchering 
business what water is to a man who works on the street 
mains,” he said. The incident prompted him, however, to join 
the St. John Ambulance Brigade. Anxious to be exempted from 
the use of “aggressive weapons,” in case of emergency he enlisted 


NIGHT-BLINDNESS BRITISH 


MEDICAL JOURNAL 


in the Territorial R.A.M.C. before the outbreak of war. Fear- 
lessly he attended the wounded under fire; while doing so, and 
just when lifting up a wounded officer, a bomb came down near 
him and killed the officer in his arms ; in fact, the officer’s body 
protected this man against the effect of blast. Shortly after- 
wards he began to suffer from night-blindness and photophobia. 


CHRONIC ONSET 


A soldier aged 21, quiet, retiring, shy, unaggressive, passive, 
and over-dependent, was pampered and spoilt by both his 
parents because of his delicate state of health. He is still 
nicknamed by his brothers and the neighbours “* Mummy and 
Daddy’s boy.” He has always been haunted by morbid fears— 
fear of infection, of heights, and of policemen. If anyone 
speaks sharply to him he shakes all over. His main fear, 
however, is that of darkness. He has always slept with his head 
covered by the blanket, and he very rarely went out in the dark. 
His family lives at the top of a tenement. If, on rare occasions, 
he came home late at night, he called at the house of a 
neighbour, and she took him home, waiting at the bottom of 
the stairs until he had safely reached his parents’ flat. The boys 
in the neighbourhood used to laugh at him about his timidity. 
He has always been short-sighted, and noticed difficulty in seeing 
in the dark for the first time when the black-out started. When 
he was on night patrol one of his comrades had to take his hand. 

Another soldier, aged 25, had always had an intense longing 
for love. Resentful of the want of love at home, he repeatedly 
ran away, but he never got further than a few miles. As he 
was thin, weak, and miserable as a child, he was an easy prey 
for teasing and cruelty by other children. He envied other boys 
who were big and strong, and he hoped one day to be able to 
protect himself and others. His ambition was to be a boxer. 
He has always been terrified of darkness and unduly concerned 
about potential injury to his eyes. Until 12 years of age he 
was a bed-wetter, and he still sucks his little finger. After a 
weak attempt at work he gave it up at 16, and he has since been 
unemployed and unemployable. At 18 he fell off a tree 


during his first attempt at smoking, and ever since he has com~ 


plained of backache. Two years ago he was seduced by his 
present wife. He has never been really potent. His wife called 
him daft, and said that he ought to be drowned. He somehow 
managed to get into the Army, but right from the beginning 
he has been unable to do any duty. N.C.O.s told him he 
should desert, as he would save money to the country. The 
patient’s nervousness has become worse during the last six 
years. He complains of sleeplessness, anxiety, depression, and 
lack of memory. Both by day and by night he gets frightened 
—of what, he does not know. He has frequent nightmares. 
dreaming that black people are after him with spears. Before 
joining up he rarely !eft his house, because he was afraid of 
people. If anybody talks sharply to him he tremb!es and bursts 
into tears. He has repeatedly considered suicide, but for fear 
of hurting himself has always desisted from committing it. His 
night-blindness started two years ago in connexion with eczema 
of his eyelids. 


One case may be given in slightly greater detail. 


A soldier aged 25 lost his father when he was an infant. His 
father was reported to have been a “ strong man” ; once he had 
taken up a challenge to wrestle with a Russian bear in a show 
and had won a cup, which to the patient's great disappointment 
he failed to inherit. Stories about his father’s feats were all 
the more awe-inspiring for the patient as he himself was sick 
and delicate as a child. Being of poor health and the only 
child, he was spoilt and pampered by his mother, to whom he 
was greatly attached. The punishing authority in the house 
was his grandmother, who, if he did something wrong, used to 
lock him in the cellar. “I used to scream the house down,” 
he said. 

As a boy the patient was timid, shy, retiring, over-sensitive, 
and easily reduced to tears. His only companion was a blind 
uncle, four years his senior. Working in a power station, this 
uncle had been “dazzled by the light and lost his eyesight.” 
Children used to shout nicknames after them, and call them 
“Flash and Sparks.” The thought that a fate similar to that 
of his uncle might one day await him struck him at times, and 
he used to think that he would rather kill himself than accept 
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anybody’s help. In his spare time he liked to lend a helping 
hand to his mother, who often remarked that he should have 
been a girl. He preferred girls’ company to that of boys. If 
on rare occasions he went out alone in the darkness he used to 
imagine that men were following him. “They might molest 
me ; by that I mean force me into a car and kidnap me.” Until 
13 years of age he was a bed-wetter, and he is still a nail-biter. 

For a time he thought of taking up boxing as a career, but 
being rather short-sighted and unable to see the ropes in the 
boxing ring, he “ cut his throat ” and had to give up the idea. He 
went into the cinema trade and became a re-winder. At 22 he 
joined the Regular Army “for adventure and excitement.” 

During the fighting in France he noticed the first nervous 
symptoms. He jumped at the least sound, trembled if he was 
addressed by N.C.O.s, and cried a great deal. The sight of 
“pieces of legs and trunks of men lying about” affected him 
very badly ; he vomited frequently. On his return home people 
noticed that he had gone very thin; he rejected food and 
shunned company. He then went to Norway, where again he 
had a rough time. During a bayonet attack he stabbed three 
of the enemy and used the butt of the rifle freely. He wiped 
out two machine-gun nests by the use of hand-grenades. For 
bravery in this action he stated that he was recommended for 
the M.M. but did not receive it. Again the “ ghastly sights ” 
had a very bad effect on him. After the evacuation from 
Norway he made the acquaintance of his wife through a pen 
friendship, and he was more or less seduced by her. The 
morning after the first connexion with her he felt sore, and he 
had to hobble on two sticks for three days. Since their first 
intercourse his wife has refused herself to him and has been 
unfaithful to him. Although he realizes that he has made a 
wrong choice his only wish is to be reconciled to her, even if 
she should deny herself to him. Since then his nervousness 
has become worse ; he shakes at the least noise and cries easily, 
and when air-raid alerts are sounded he goes to bed and covers 
his head with the blanket. During a recent leave he heard 
machine-gun practice; immediately he cowered down in a 
corner of the room. The patient is anxious to return to civilian 
life. He wishes to work in the telephone office in his home 
town, where among a number of women telepnonists a job is 
waiting for him. He feels disappointed in the Army because 
his application to become a parachutist has been rejected. He 
would like to descend in the centre of Berlin and wreck 
important buildings. In case of an invasion he has planned to 
kill his family, his stepfather included, to prevent them from 
being raped. 

His night-blindness started after an accident in Norway. One 
night his unit took shelter in the cellar of a house. As he came 
out of it the house was hit by a bomb and he was blown back 
into the cellar. Subsequently he was blind for two days, and 
ever since he has been unable to see in the darkness. 


Psychopathology 


It can be shown that all the patients examined were disturbed 
in the early stages of their emotional and instinctual develop- 
ment. Conflicts over dependence, over primitive aggressiveness, 
and over primitive sexual impulses were found to be prominent. 
Phenomenologically they were individuals who either had 
always been over-dependent on their mothers or had adopted 
an over-compensatory, reactive, and defensive attitude of virile 
independerce. Their attitude towards their fathers was one of 
admiration mingled with fear and often overt hatred. 

In the light of analytical knowledge, these facts, combined 
with the occurrence of nail-biting, stuttering, and food-fussiness 
in many of the patients, suggest an unresolved mother - child 
relationship which, originating at the breast level and con- 
tinued into adult life, never lost its double-edged destructive 
and at the same time preserving character. These conflicts were 
accentuated when at a slightly later stage of development the 
patient encountered the conflicts arising from the triangular 
father - mother - son re'ationships. None of the patients passed 
through this phase successfully. A persistence of bisexual ten- 
dencies could be clearly seen in many of them. Their outward 
appearance of masculinity was often very delicately poised. On 
close examination it was found that underneath, throughout 
their whole lifetime, a continuous struggle against feminine and 
passive homosexual tendencies had been taking place. 


Among their primitive sexual impulses which were prolonged 
into adult life, sccptophilic and exhibitionistic tendencies, usually 
in a concealed but sometimes in a fairly overt form, were seen 
to be present to an unusual degree. The eyes of these patients 
became libidinized more than is usual. From time immemorial 
in folk-lore, mythology, and idiomatic language the close asso- 
ciation between aggressiveness and seeing on the one hand and 
incorporating and seeing on the other has been generally recog- 
nized. The “evil eye” and the devouring look are well known. 
Moreover, the importance of the eye as a phallic symbol has 
been stressed by the analytical school. In consequence it seems 
conceivable that severe taboos imposed on early sexual impulses 
related to the eye, as in the classical myth of Oedipus, may lead 
to self-inflicted blinding—that is, night-blindness. The limita- 
tion of the patient’s blindness to the night is not surprising, 
perhaps, when we consider that night is predominantly the time 
for sexual expression and that darkness is the best ally of the 
criminal aggressor. In keeping with this it can be shown in 
many instances that the onset of night-blindness was ushered in 
and often precipitated by a dramatic incident when the patient, 
confronted by the horrors of war, was unable to tolerate the 
sight of the fulfilment of his well-harboured and deeply repressed 
destructive fantasies. The onset also coincided with the collapse 
of a painfully and carefully created virile facade, which in the 
final breakdown gives way to complete feminine submission and 
reappearance of childlike dependence. 


Discussion and Conclusions 


1. G. I. Scott—In only one of the 42 cases examined 
was there a true ocular cause for the symptom of night- 
blindness. 

2. B. Semeonoff.—Although the number of subjects in 
the control group was small, fairly satisfactory standards 
of normal dark adaptation seem to have been established. 
There is a distinct break between the lowest adaptation 
measure (3.0) among the “B” cases in the control group 
and the cases classified as defective (2.1 and 1.0). In the 
night-blind group, again, the lowest “C ” case (1.5) showed 
a marked difference from the highest of the “D” cases 
(0.8). If 3.0 is taken as the lower limit of approximately 
normal adaptation instead of 2.5, the lowest figure graded 
“ B,” 16 of the night-blind cases may be regarded as show- 
ing normal or near-normal adaptation. This number is 
raised to 24 if the remaining ““B” cases are included. In 
other words, 40 to 60% of the night-blind men tested for 
dark adaptation showed little or no disturbance of this 
function. 

This estimate is made independently of the ophthalmo- 
logical findings, which account for certain of the cases of 
defective dark adaptation, and which have also revealed 
that the present method of testing, based on peripheral 
vision, was bound in certain cases to give very poor adapto- 
meter results. 

3. E. Wittkower, T. F. Rodger, and G. 1. Scott.—Ot the 
52 patients 34 were submitted to a joint ophthalmological, 


ni Ex) PSYCHIATRIC GRADE 2 | 
PSYCHIATRIC GRADE 3| 
Fic. 2 —Correlation between ophthalmic, dark-adaptation, and 
psychiatric findings. 


I. No or minor ophthalmic findings ; no or minor disturbances 
of dark adaptation. 

Il. Relevant ophthalmic findings; no or minor disturbances of 
dark adaptation (22 patients in Groups I and II). | 

MI. No or minor ophthalmic findings; relevant disturbances 
of dark adaptation. . 

1V. Relevant ophthalmi: findings; relevant disturbances of 
dark adaptation (12 patien:s in Groups III and IV). 


psychological, and dark-adaptation examination (Fig. 2). 
Of the 34, 22—i.e., about two-thirds—had no disturbance 
of dark adaptation on testing or had disturbances within 
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the limits of those found in a control group of patients not 
complaining of night-blindness. Moderately high errors 
of refraction found in 6 of 22 men seem to be irrelevant 
for the disorder. Since the great majority of the 22 
patients (20) suffered from fairly severe or very severe 
psychological disorders of a specific type, it is legitimate 
to assume that in these cases the complaint of night- 
blindness is of purely psychological origin. 

Of the 34 patients 12—i.e., about one-third—had, on 
testing, disturbances of dark adaptation beyond the normal 
established by a study of a control group. This group is 
of particular interest and importance. 

Of the four cases showing “ severe ” disturbances of dark 
adaptation three exhibited typical tubular “ hysterical ” 
fields, although they had no difficulty in orientating them- 
selves in daylight. The remaining man had a marked 
“functional ” disturbance of vision in that he would only 
admit vision equal to 4/60, although there was no ocular 
cause to explain such defective vision—i.e., the ocular 
findings in all of these cases showed evidence of marked 
functional disturbance. 

Of the eight cases showing “ moderate “ disturbance of 
dark adaptation, correlation with the ocular findings gives 
the following results : 

1. One case of retinitis pigmentosa—that is, a true ocular 
cause for the defect. 

2. One case of corneal scarring, sufficient perhaps to explain 
the defect. 

3. Two cases showed evidence of functional disturbance in 
that there was defective vision for which there was no ocular 
cause. 

4. Four cases had no ocular cause for night-blindness and 
showed no ocular evidence of functional disturbance. Of these 
four, however, two revealed well-marked evidence (other than 


ocular) of psychiatric disorder, and one was a very definite case 
of hereditary night-blindness. 


It is therefore unnecessary to assume the existence of 
vitamin A deficiency to explain the dark-adaptation results ; 
and, indeed, the possibility of vitamin A deficiency can 
safely be excluded, as all the men had an ample vitamin A 
supply and, considering the severity of their disturbance of 
dark adaptation, should have had other objective evidence 
of vitamin A deficiency such as xerosis of the conjunctivae 
or Bitot spots. Such evidence, however, was absent. The 
fact that the dark-adaptation test revealed diminished adap- 
tation in neurotic as well as organic ocular disorders shows 
that it cannot be relied upon to indicate vitamin A de- 
ficiency. It is probable, though hitherto unproven, that 
the results of dark-adaptation tests may be influenced by 
mental mechanisms. 

On the basis of the present study we venture to express 
the opinion that night-blindness as seen in this country, 
though phenomenologically the same, is aetiologically quite 
distinct from night-blindness due to nutritional causes. 


Summary 


A series of 52 unselected soldiers complaining of night- 
blindness were examined ophthalmologically, psychiatric- 
ally, and by dark-adaptation tests. 

A. Psychiatric Examination.—1\. The great majority of 
the men were found to suffer from severe psychological 
disorders. Using a modified Culpin scale, the severity of 
their disorders was classified as Grade 1 in 9, as Grade 2 
in 12, and as Grade 3 in 31 patients. Of the 43 patients 


in Grades 2 and 3, 27 suffered from acute and chronic 
anxiety states, 8 were cases of conversion hysteria, 4 were 
cases of depression, and 3 were psychopathic personalities 
of the schizoid or over-aggressive type. Most of the men, 
quite apart from their night-blindness, were found to be 


unfit for military service because of their psychiatric 
abnormalities. 

2. Of the 52 men 27 gave a lifelong history of over- 
dependence. They were perpetual children or men with 
strong feminine tendencies. In 12 others, tough he-men 
in appearance, their ostentatious independence was reac- 
tive and over-compensatory in origin. The remaining 13 
patients were mixed reaction types. 


3. Certain characteristics—nervous habits (nail-biting, 
speech disorders, food-fussiness), morbid fears (excessive 
fear of darkness, fear of injury, especially to the eyes), 
conflicts over aggressiveness and abnormal prying interests 
—were commonly seen, and long antedated the onset of the 
disorder. 

4. The onset was gradual in 31 and acute in 21 patients. 
It occurred in 11 patients in the course of a nervous break- 
down. In 6 cases it was preceded by terrifying war experi- 
ences, such as the sight of mangled bodies. 

5. The psychodynamics of the disorder were discussed. 


B. Ophthalmological Examination—Of the patients 
examined ophthalmologically 42 can be grouped as 
follows : (1) no ocular findings, 13 ; (2) one eye defective, 
other eye negative, 6; (3) minor errors of refraction, 11 ; 
(4) marked errors of refraction, 11; (5) severe eye 
anomalies, 1. In only one patient, a case of retinitis pig- 
mentosa, was there a true ocular cause for the complaint 
of night-blindness. 

C. Dark-adaptation Examination. — Dark - adaptation 
tests were carried out in 40 of the patients. Of these, 16 
showed mild disturbances of dark adaptation and 9 
showed none—i.e., in 25, as compared with a control group, 
the dark adaptation on testing was within the limits of the 
normal. Moderate disturbance of dark adaptation was 
found in 11 and severe disturbance in 4 patients. 


D. Joint Exanination.—1. Of 34 patients studied jointly 
22 had no relevant disturbance of dark adaptation on 
testing. Almost all of them suffered from severe psychiatric 
disorders of a specific type. Of the remaining 12 patients 
with definite disturbances of dark adaptation on testing, one 
was a case of retinitis pigmentosa and another a case of 
hereditary night-blindness ; in practically all of the others, 
although their psychiatric disorders appeared to be less 
severe than in the main group, were found severe disturb- 
ances of eye function which are generally regarded as 
“ hysterical *” (tubular fields, etc.). 

2. No evidence of vitamin A deficiency as an aetiological 
factor in night-blindness could be obtained in the series 
studied. The value of dark-adaptation tests for the dis- 
covery of night-blind patients and as an indicator of vita- 
min A deficiency appears doubtful. Most cases of night- 
blindness seen in this country are probably of psychological 
origin. 

One of us, in carrying out this senenaitle, was supported by a 
grant from the Halley Stewart Research Fund, and his sincere 
thanks are due to the Trustees. Our thanks are also due to 
Lieut.-Col. A. M. Simson, R.A.M.C., and to Prof. James 
Drever, for providing facilities for the research. 
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CLOSED-PLASTER TREATMENT OF BURNS 
OF THE EXTREMITIES 


BY 


T. J. ROULSTON, B.Sc., M.D.Alberta 
Resident Surgical Officer, E.M.S. 


The treatment of wounds by closed-plaster technique has 
received much attention of recent years. I have recently 
had the opportunity of applying the same form of treat- 
ment to cases of burns of the extremities admitted to an 
E.M.S. base hospital. 

Following enemy action at sea a number of cases with 
burns caused by steam were admittéd to this hospital. Of 
these, one which showed partial and full skin loss in feet 
and ankles was treated by the closed-plaster method seven- 
teen hours after injury. Treatment consisted in cleansing 
with saline and removing blisters. All burnt areas were 
covered with vaselined gauze, and plaster-of-Paris was 
applied from the tips of the toes to the knees. The patient 
made an uneventful recovery. Plasters were removed on 
the fourteenth day, when the burnt areas were found to be 
completely healed and ankle movements were full and 
painless. A large number of cases which were involved 
in the same incident were admitted to a hospital elsewhere 
and were treated by various well-accepted methods. The 
interval between injury and initial treatment was from 
twelve to twenty-four hours. Some of these cases de- 
veloped sepsis, and several were transferred to this hospital, 
at periods varying from three to twenty-one days after 
injury, for further treatment. 

After admission here the closed- plaster method was 
applied only to grossly infected cases in which there was 
no regression of sepsis, the affected limbs being extremely 
painful on movement and in all instances showing joint 
deformities. No other method of selection was used for 
this series. In this manner 16 cases were treated—a total 
of 26 limbs, consisting of 11 hands and wrists, 3 wrists, 
8 feet and ankles, and 4 complete upper extremities. No 
other form of treatment was applied either externally or 
internally, with the exception of silver nitrate to burn 
down the occasional small granulations and liquid paraffin 
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to maintain pliability of skin after the plasters were 
removed. 

In trying to assess the extent of full skin destruction in 
the earlier cases a great deal of difficulty was encountered, 
particularly because of the superimposed infection present. 
All areas had definitely suffered partial skin destruction 
The only occasion on which full skin destruction could 
be ascertained was when cases required more than one 
plaster application. An estimate was made ‘from the size 
of areas of clean granulation tissue seen at the first plaster 
change. But by this time a large amount of epithelization 
had undoubtedly taken place, so an accurate estimate of 
the initial full skin destruction could not be made. Later 
cases did not offer so much difficulty, as the infection was 
in a chronic phase and granulating areas were present 
where there had been complete loss. How much of this 
was due to destruction by burning and how much to super- 
imposed infection cannot be stated. 


Method of Application 


All cases were handled in the operating theatre ; burnt 
areas were cleansed with saline, either by douche or sponge, 
and surrounding undamaged skin with soap and water. 
The affected areas were then covered with two thicknesses 
of gauze impregnated with petroleum jelly or liquid 
paraffin. Plasters were applied, and an endeavour was 
made to obtain absolute immobilization of the affected 
part by including the joint above and below it in the 
plaster. This was not possible in two cases in which the 
skin of the elbows and upper arms was involved. Abso- 
lute immobilization could only have been obtained by 
shoulder spicas, which were not warranted owing to the 
general condition of both patients at the time of appli- 
cation. 

The position in which joints were immobilized varied 
with the position of the burnt area and the possibility of 
contracture formation. It also varied with the anticipated 
duration of treatment in plaster, bearing in mind that at 
each plaster change all joints were to be put up in positions 
different from the previous ones, so as to ensure as much 
mobility as possible when the areas healed. Early cases, 
in which a short period in plaster was anticipated, were 
put up in such a position as entirely to counteract the 
possibility of contracture. Where longer periods of im- 
mobilization seemed likely this was not attempted at the 
first application, the position being improved at change 
of plaster so as to reach an optimum position gradually. 

A difficulty which arose with the ordinary methods of 
applying plaster was the danger of injury to the newly 
formed epithelium by cutting instruments. This was 
avoided by the use of plaster slabs, especially for hands 
and forearms. In these cases a palmar slab was applied 
from the finger-tips to the upper forearm, and was moulded 
with the joints in the desired position. When this had 
hardened the edges were greased with petroleum jelly. A 
dorsal slab was then applied and an ordinary gauze ban- 
dage wrapped around the forearm. The hand portion was 
well moulded between the fingers, which were previously 
separated by pieces of cotton-wool between the finger-tips. 
Extensions were made to include the elbow-joint and arm 
when desired. In this way the plaster could be removed 
easily by separating the slabs. In cases of feet and legs 
a fairly thick posterior slab and then circular plaster 
bandages to a thickness which could easily be cut with a 
plaster-knife were applied. These plasters included the 
toes, leaving only the extreme tips available for inspec- 
tion. Plasters were changed every ten to fourteen days, 
depending on the amount of discharge and the condition 
of the plaster. The following outstanding features were 
noticed during the course of treatment by this method. 
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Comparative Freedom from Pain 

In 13 cases there was immediate relief from pain—so 
much so that the whole mental attitude of the patient was 
completely changed. Movements in bed were free and 
painless. The only complaints in some cases were a sen- 
sation of heat, especially in the fingers, for the first two 
or three days and a sogginess inside the plasters several 
days after application. Previously in most cases strong 
analgesics had been necessary for the contro] of pain. It 
was possible to discontinue the use of these immediately, 
soneryl and aspirin sufficing to relieve insomnia where 
present. 

In 3 cases, however, there was complaint of pain, but 
to a much less degree than before the application of 
plasters. In one of these, a case of burns of the feet and 
ankles, plasters were removed for investigation. This re- 
vealed considerable pocketing of pus under tan which had 
been applied as initial treatment. The tan was removed 
and plasters reapplied. This procedure was followed by 
complete relief of pain. The other two cases had exten- 
sive burns of both hands, forearms, and upper arms. These 
patients complained of pain not in the completely immobil- 
ized forearms and hands but in the region of the inner 
aspect of both elbow-joints, though it was much less severe 
than before plasters were applied. This pain was remedied 
by postural immobilization of the shoulder-joints. After 
the first change of plaster the pain recurred slightly, but 
soon disappeared. 

Ease of Nursing 

Before plasters were applied some cases needed changing 

of outer dressings at least three times a day because of 
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Table Summarizing the Cases 


the profuse discharge, and there was also the periodical 
complete changes of dressing in all instances. This was 
entirely eliminated. The ward sisters repeatedly spoke 
of the ease with which the necessary attention could 
be given to these patients, who could now be moved about 
freely in bed without causing pain. No special instruction, 
supervision, or apparatus was required in the wards, and 
it was very apparent that large numbers of burns could 
easily be handled at one time, even in a busy hospital, 
without causing any undue strain on the nursing staff. 


Improvement in General Condition 

With the relief of pain and toxaemia there was in all 
cases immediate improvement in general condition, appetite, 
and sleep.. That toxaemia was reduced to a minimum was 
evidenced by the speedy return of pulse and temperature 
to normal. In 10 cases the temperature ranged between 
100° and 102° before plaster application. In 5 cases it 
became normal in two days; in 3 others normal was 
reached in three days. Where this was not the case septic 
burns of other areas not treated in plaster were present, 
but a rapid improvement was noted. 


Flexibility of Joints and Absence of Contracture Formation 
during Treatment 

Certain precautions were taken during treatment. To be 
assured of the greatest flexibility joint positions were 
changed at each plaster reapplication ; and, to prevent con- 
tracture formation, joints were put up in a position that 
counteracted this possibility. 

On admission all cases showed pronounced limitation of 
movement and the rapid progression of dropped wrists 


| 
= *Period Days 
Case Area of Burns | Initial : 
No. Age ‘ | Mobility of Joints | Immediate Result End Result 
1 19 Dorsum of foot. | Closed plaster 17 hours | Limited owing to pain 14 | Completely healed. Ankle | Same 
Dorsum and ' movements full 
aspect of 
ankie 
2 33 Feet and ankles. | Triple dye andj| 4 days | Movements painful. 23 =| Healed. 5 degrees limita- | Full movements in 7 days. 
Anterior surface AgNO, — to drop- | tion of dorsiflexion Walking normally 
of left le: oot 
3 19 | Left foot ben ankle Movements very limited 23 Two small granulating | Completely healed. 
and painful. Tendency | spots. 5 degrees limita- movements in 7 days. 
| to drop-foot tion of plantar flexion Walking normally 
| and dorsiflexion 
4 47 Both feet and | = 4, | Feet dropped. No move- 23 Two small granulating areas. Completely healed. Full 
ankles | ments, owing to pain Slight limitation of move- | movement in 7 days. Is 
’ ments on exercises and massage 
for old-standing pes planus 
5 37 | Left foot Tannic acid and | 13 ,, . Foot painfuland dropped., 16 Completely healed. Dorsi- | Full movements in 10 days 
AgNO, Very little movement | | flexion 10 degrees. Plan- 
possible flexion 15 degrees 
6 27 Right hand and os B ss Completely immobile, 10 Completely healed. All 
wrist owing to tan and pain ee 70% of nor- 
| ma 
7 25 Both hands and | Vaselined gauze Bore: Wrists dropped. Fingers 20 Healed except for small | Completely healed. Move- 
wrists immobile \ granulation on dorsum of ments 95% of normal in 
right hand 10 days 
8 26 Wrists dropped. All 10 Completely healed. Move- | Passive movements full. 
joints only slightly mo- ments 70% of normal Active movements 95% of 
bile, mainly due to pain . normal in 7 days 
9 30 ” ” ” D 4s ” ” ” Rt.—-10 | Right, completely healed. Completely healed. Full 
Lt.-18 , all but an area on movements in 10 days 
palmar surface of wrist 
10 25 | Dorsum of left | Charcoal and] Il ,, Flexion of m.-p. joints 16 Completely healed. Joint | Full movements in 7 days 
hand AgNO, mixture 20 degrees. Finger- movements 80% of nor- 
joints less limited mal 
1! 28 | Right hand and | Vaselined gauze | Sees Very little movement in 10 Nearly full extension. | Finger extension 95% nor- 
wrist all joints. Fingers Flexion 50% of normal mal. Finger flexion 70°, 
semifiexed, owing to normal. Wrist move- 
contracture ments full 
12 35 | Both hands and | Tannic acid and | 18 ,, Very little movement in 10 Healed except for small | Completely healed. Full 
wrists AgNO; all joints. Contrac- | granulation on right ring movements in 14 days 
tures starting | finger ' 
13 38 | Both wrists = a is . Dorsiflexion nil on both 10 Healed. Dorsiflexion 5 | Dorsiflexion full in 10 days 
sides — Palmar flexion 
u 
14 40 | Right wrist i “ 1B: oo Dorsiflexion 5 degrees 10 ay 0 Dorsiflexion 15 | Dorsiflexion full in 7 days 
egrees 
15 23 Both upper limbs | Triple dye and | 14 ,, Movements of all joints | Lt.-10 | Healed except for small | Left limb full movements in 
AgNO, greatly limited Rt.-25 granulations. Left elbow 10 days. Right elbow and 
90 degrees of movement. hand, full movements in 
Right elbow 60 degrees 10 days 
| of movement 
16 22 »» 5 Tannic acid and | 21 ,, All joints completely im- | Still under treatment Right limb practically healed. 
AgNO, mobile. Gross _ evi- All but forearm on left 
dence of contractures | healed 


* Beginning of plaster treatment. 
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and feet. This was at first considered to be due to muscle 
spasm ; but it was found, when plasters were first applied, 
that even under anaesthesia there was still definite limi- 
tation, although greater range of movements could be 
obtained. When changing plaster, and after the termina- 
tion of treatment, flexibility of joints was quite obvious, 
particularly in hands and fingers, even after long periods 
of immobilization. Thus in no case did the immobiliza- 
tion result in increased stiffness; in fact, all movements 
were much better after the period of rest. This was so 
obvious that some patients remarked that the limb which 


had been in plaster felt more useful than the corresponding 


one which had not been so treated. 


No contractures developed in patients who received 
plaster treatment within the first three weeks. In later 
cases contractures had already started to develop, par- 
ticularly in areas where there had been full skin loss. 
In these plaster provided an excellent method of control. 


Healing 


As previously mentioned, only grossly septic burns were 
put in plaster, less severe lesions being treated chiefly with 
vaselined-gauze dressings. When both types existed in the 
same case it was repeatedly observed that the severe lesions 
healed as quickly as the much less severe ones not treated 
in plaster. 

The rate of healing varied with the severity and extent 
of the burnt area, the degree of sepsis, and the interval 
between injury and the beginning of plaster treatment. 
Eight burns of the hands and fingers extending on to the 
wrists and forearms healed in ten days, except for an area 
of granulation tissue on the palmar surface of a wrist in 
one case. This healed in a further eight days in plaster 
that immobilized the wrist-joint only. Two other hands 
and fingers with burns and sepsis of greater severity healed 
in eighteen days. In these, at the time of plaster change, 
areas of granulation tissue were present on the dorsum 
of the hands and palmar surfaces of the wrists, involving 
one-quarter to one-third of those surfaces. Burns of the 
wrists healed in ten days. All feet and ankles healed in 
twenty-three days, and showed large areas of granulation 
tissue when the plaster was changed. In all cases in which 
granulation tissue was present the ingrowing epithelium did 
not reveal any signs of limitation, as is seen definitely 
during other methods of treatment. In most it appeared 
to be invading the granulation tissue in an irregular pro- 
trusive manner, and later these same areas showed epi- 
thelization that was complete except for occasional very 
small granulations which healed in two to three days 
after application of silver nitrate. This new epithelium 
was well formed, smooth, and pliable, and there was very 
little evidence of scarring even over areas which had been 
granulating. Hypersensitivity of this epithelium was less 
than in cases not treated in plaster. 

In one case of burns involving the whole of both upper 
extremities plaster treatment was begun three weeks after 
injury. The right limb showed numerous areas of granu- 
lation tissue varying in size from one to three inches in 
diameter at the first plaster change, and was practically 
healed in twenty days. The left limb showed clean granu- 
lation tissue involving the whole forearm ,and lower part 
of the arm at the first change of plaster. At the end of 
twenty days only three-quarters of the forearm was in- 
volved, and it was considered advisable, because of the 
lateness of starting treatment, to “seed ’-graft this area 
and reapply plaster in an effort to speed up epithelization. 


Return of Function 


This also varied with the severity and extent of the burnt 
area and the degree of sepsis, but especially with the 


interval between injury and application of the closed- 
plaster treatment. In cases which were received within one 
week of initial treatment function that was nearly normal 
was obtained in seven days and full function shorsily after. 
In cases received later than this return to full function was 
slower. 

Summary 

A description is given of a series of 16 cases of infected burns 
of the extremities in which closed-plaster treatment was used. 

The difficulty in assessing the degree of burn in infected cases is 
commented on. 

Details of technique are described. 

Certain cefinite advantages of the method are claimed— 
namely, freecom from pain, rapid improvement in general con- 
dition as evidenced by fall in pulse and temperature, ease of 
nursing (important wt:ere large numbers have to be dealt with), 
maintenance of joint flexibility, and prevention and correction 
of contractures. 

The results in this series are such as strongly to suggest that 
epithelization and return of function are quicker than in cases 
treated by other methods. 


My thanks are due to Lieut.-Colonel G. M. Millar for his 
co-operation and for permission to publish these cases. 


Medical Memoranda 


Crohn’s Disease with Acute Obstruction 


The following case is placed on record because of its uncommon 
nature. 
Case REPORT 


The patient, a soldier aged 27, gave a history of vague attacks 
of umbilical pain of increasing frequency and severity over a 
period of three years. These attacks occurred every few months 
and lasted from one to two days. He never vomited and he had 
no other symptoms. Two years previously he had sought 
medical advice, but radiological examination of the gastro- 
intestinal tract was negative. No cause for his symptoms was 
found at that time, and when he entered the Army a year later he 
appeared to be quite fit. 

While in barracks in February, 1941, he developed pain similar 
to his previous attacks and was admitted to our care, with the 
diagnosis of recurrent appendicitis. When seen by us he had had 
severe umbilical colic intermittently for six hours, and had 
vomited once. His temperature was 99°, pulse 110, and respira- 
tions 24. On examination the tongue was coated and the breath 
offensive. There was no abdominal pain or rigidity between 
spasms, but he complained of soreness on pressure of any part 
of his abdominal wall during a pain. This was no worse at any 
one point than another. On rectal examination nothing was 
found. A blood count showed 15,650 leucocytes per c.mm., 
with a predominance of polymorphonuclear cells. 

Acute appendicitis seemed to be the most likely diagnosis, 
but as this was by no means certain the abdomen was opened 
through a right lower paramedian incision. The peritoneal 
cavity contained a considerable amount of cloudy fluid. About 
six inches of the lower ileum was acutely inflamed and thickened ; 
the bowel above this portion was dilated and that below collapsed. 
One foot of bowel was resected, a side-to-side anastomosis made, 
and the abdomen closed. The patient made an uneventful 
recovery. 

Examination of the specimen showed an inflamed piece of 
small intestine, with partial obstruction due to thickening of the 
wall and reduction of the lumen for approximately two inches. 
Above this the muscle wall was hypertrophied. The obstruction 
was completed by a pea in a small pouch immediately above the 
narrow portion, otherwise the lumen was patent. The mucous 
membrane was covered by rather ragged ulcers, and the muscular 
wall was thickened, hard, and rather translucent. Microscopic- 
ally there was an extensive old fibrosing granulomatous lesion. 
A few recent typical tubercle follicles were seen in the lymphatics 
deep to the muscular wall, but no tubercle bacilli were detected 
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in the sections. The mucous membrane was partly necrotic. 
Many large foci of lymphocytes were seen in all the layers, and 
there was an extensive eosinophilic infiltration. Except for the 
eosinophilia the appearances were characteristic of tubercle ; 
but this type of lesion is usually regarded as non-tuberculous, 
and was described by Crohn as regional ileitis, Our patient 
showed no sign of tuberculosis else where. 


COMMENTARY 


Crohn’s disease is not common, and for it to appear as an 
acute obstruction is still less so. Usually the patient is operated 
upon through a small incision for chronic appendicitis, and the 
appendix is removed without the real nature of the disease being 
realized. The condition then goes on to fistula formation or 
the patient has repeated. attacks of subacute obstruction. This 
might well have happened in our case had not the pea caused 
an acute obstruction at a relatively early date. 


Ceci, W. Warp, M.B., Ch.B. 


Leeds. Derek T. ‘Tomas, M.R.C.S., L.R.C.P. 


Depressed Fracture of the Sternum 


John B. Hartzell (1935) stated that fracture of the sternum is 
an exceedingly rare condition, and that it is often complicated 
by fractures of the ribs or spine. Holderman (1928) found sixty- 
two cases among 46,237 fractures of all types—an incidence of 
0.075%. The following case of depressed fracture of the sternum 
due to indirect injury may therefore prove interesting. 


CASE REPORT 


The patient, a woman aged 67, was admitted on May 5, 1941, 
after having fallen downstairs. She was suffering from shock, 
and had considerable difficulty with respiration. She complained 
of pain over the upper dorsal region and severe pain and tender- 
ness over the upper end of the sternum, where there was a 


depression about an inch deep in place of the normal angle of | 


Ludwig. There were no bruises or abrasions of the skin over 
either the sternum or the dorsal spine. Clinical examination 
revealed no involvement of the spinal cord. The patient had 
apparently fallen with her head flexed forwards,’as in gambolling, 
the fracture being due to hyperflexion. A radiograph revealed a 
fracture of the sternum at the junction of the manubrium and the 
body (the upper fragment being displaced behind the lower) and 
a compression fracture of the fifth dorsal vertebra. 

On May 7 a plaster jacket was applied in hyperextension ; this 
extended to the mandible anteriorly and to the lower lumbar 
region posteriorly. Difficulty was experienced in obtaining 
enough hyperextension owing to pre-existing kyphosis, but the 
patient was much more comfortable after the application. A 
later radiograph showed a very satisfactory position: the 
depression was corrected, and the manubrium and body of the 
sternum were in line. 


I wish to express my thanks to Mr. L. A. Dingley, senior 
honorary surgeon to the hospital, for his kind assistance and per- 
mission to publish this case, and also to Sister Burrows of the 
x-ray department. 

J. H. KirkHaM, M.B., Ch.B., 


Casualty House-surgeon, West Bromwich and District General Hospital. 
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At the suggestion of Dr. G. Jedlewski, medical adviser to the 
Polish President (M. Raczkiewicz), a special medical board has 
been formed in London to prepare plans for fighting epidemics 
which may break out in Poland at the end of the war, and thus 
to prevent the spread of infectious disease to Western Europe 
and Great Britain. The board, acting in conjunction with the 


Ministry of Health, will also collect medical supplies so that 
immediate help may be ready at the end of the war. 


Reviews 


CARDIAC CLASSICS 


Cardiac Classics. A Collection of Classic Works on the Heart 
and Circulation. With Comprehensive are Accounts of 
the Authors. By Frederick A. Willius, M.D., M.S., and Thomas 
E. Keys, M.A. (Pp. 858; illustrated. 50s. net.) London: 
Henry Kimpton. 1941. 


To have compiled a work of this character must have 
involved great labour and research. The authors are 
therefore to be warmly congratulated on having accom- 
plished so much. Ina concise form they have put together 
important extracts from all the writings of physicians or 
surgeons who have contributed to our knowledge of the 
structure of the heart or the diseases affecting it. Such 
extracts may surely be happily termed “cardiac classics.” 
Omitting all tentative references to the heart in times before 
Harvey, they begin with the story of the circulation of 
the blood by giving a full translation of De Motu Cordis 
and end with James Herrick’s description of coronary 
thrombosis. There is a picture of each writer who has 
extended our knowledge of the structure of the heart or 
its diseases, together with a short account of his early 
education and life’s work, which is often of particular 
interest. Then there are a number of excerpts from his 
writings, sometimes of special value, as in the case of 
Heberden, where a full account of angina pectoris is given ; 
also of Austin Flint, who wrote widely on all phases of 
medicine, though his name is most thought of in associa- 
tion with the presystolic murmur sometimes accompanying 
aortic regurgitation. 

It is curious to note how in the case of so many of 
these physicians, apart from their writings in connexion 
with the heart, they have contributed much of importance 
to other departments of medicine. Thus Corrigan (1802-80), 
in addition to his masterly account of aortic regurgitation, 
also wrote on fibroid disease of the lung, which was for 
long known as “Corrigan’s cirrhosis.” Again, William 
Gowers, so distinguished as a neurologist, is here included 
because of his description of the retinal vessels in cases 
of hypertension. It might have been well to have given 
more than a passing notice to Vieussens of Montpellier 
(1641-1710) and to Albertini of Bologna (1672-1733). 

In a useful appendix these cardiac classics are correlated 
with other historical events. Thus Auenbrugger’s intro- 
duction of percussion was contemporary with the Seven 
Years’ War, and Laennec produced the stethoscope and 
auscultation two years before the death of Napoleon. In 
this way the authors draw medicine into connexion with 
general history, and prevent it from becoming too much 
isolated from the main current of the life of the world. 


R. O. Moon. 


EPILEPSY AND MIGRAINE 


Science and Seizures: New Light on Epilepsy and Migraine. he 
William Gordon Lennox, M.D., Sc.D.Hon. (Pp. 258; illustrated. 
$2.00.) | New York: Harper and Brothers. 1941 


Dr. Lennox, who for more than twenty years has taken the 
lead in the investigation of epilepsy in the United States, 
has written this book in order to make available to all who 
are interested in epilepsy, which includes patients and their 
relatives and social workers as well as doctors, the new 
ideas cn the nature of this disorder which recent mvestiga- 
tions have brought to light. It is thus a popular book of 
a kind with which we in this country are not familiar, but 
throughout it is entirely scientific. Four-fifths of it is 
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devoted to epilepsy, and this is considered in all its aspects. 
In particular the significance of the disordered brain 
rhythms which have been revealed by electro-encephalo- 
graphy is explained in relation to the risks of the hereditary 
transmission of the disease. It is estimated that one in every 
two hundred inhabitants of the United States suffers from 
epileptic seizures, but for every single patient there are 
twenty apparently normal persons whose abnormal brain 
rhythms show that they are both potential epileptics and 
potential transmitters of epilepsy. Dr. Lennox aims at 
replacing irrational fear by humane scientific understanding 
in both those who suffer from epilepsy and those who have 
to deal with them. 

The section on migraine is much shorter and less compre- 
hensive. The affinities of this disorder with .epilepsy are 
perhaps less close than Dr. Lennox maintains, and electro- 
encephalography does not seem to have brought them any 
nearer together. It may perhaps be doubtful whether the 
benefit which epileptics may derive from being told that 
their disorder is allied to migraine is not counterbalanced 
by the effect upon sufferers from migraine of learning that 
they are afflicted with a disease akin to epilepsy. 

The book is well written and contains a bibliography 
almost exclusively of American work. It makes accessible 
much recently acquired knowledge not otherwise so easily 
obtainable. 


PRACTICAL GYNAECOLOGY 


Textbook of Gynaecology. By Wilfred Shaw, M.A., M.D., 
F.R.C.S., F.R.C.O.G. Third edition. (Pp. 616; 255 illustra- 
tions and 4 coloured plates. 21s. net.) London: J.-and A. 
Churchill, Ltd. 1941. 


To celebrate its fifth year this already popular textbook 
has appeared in a new and third edition. It has been 
revised throughout, and in spite of rationing the five-year- 
old is as attractive in appearance as its predecessors. The 
general arrangement of the book has been preserved, and 
emphasis continues to be given to anatomy, physiology, 
and pathology, while the outstanding quality of the illus- 
trations remains a feature. The student who masters the 
basic subject of anatomy and physiology does not neces- 
sarily become a good doctor,- and many textbooks 
which are excellent for reference purposes are but poor 
inspiration for the embryo clinician because this fact is 
overlooked. Dr. Wilfred Shaw teaches the importance of 
accurate observation and attention to detail and guides the 
reader to those paths of logical deduction which lead to 
sound diagnosis and treatment. For this reason alone the 
book cain be commended both to medical students and to 
practitioners. 

Those everyday problems associated with irregular bleed- 
ing, vaginal discharge, sterility, and fibroids are particu- 
larly well surveyed. Conservative critics will with some 
justification challenge the statement that myomectomy 
should be performed in preference to hysterectomy only 
when the patient insists on retaining her uterus. The 
technical difficulties and dangers of myomectomy in capable 
hands are exaggerated ; they are not sufficient to warrant 
such an attitude. A useful summary is given of contra- 
ceptive methods, but it is surprising to find that the much- 
discussed “ safe period ” receives so little attention. Those 
details which are given are misleading because they are 
inadequate, and it is to be hoped that this section will be 
revised for the next edition. 

The chapter dealing with gynaecological diagnosis should 
be read many times. It emphasizes the importance of an 
accurate history, gives a broad review of symptomatology, 
and concludes with an excellent account of the technique 
for investigation of a case. . 

A guinea spent in adding this book to the library would 
be money well invested. 


Notes on Books 


First published in 1917, Surgical Nursing and After-Treatment, 
by Mr. H. C. RUTHERFORD DARLING, has now reached a seventh 
edition (J. and A. Churchill, 10s. 6d.). The author is surgeon 
to the Prince Henry Hospital and the New South Wales Masonic 
Hospital, Sydney, and it was originally written in accordance 
with the syllabus for the final examination of the Australian 
Trained Nurses Association. The text has been thoroughly 
revised in the light of recent clinical experience and with co- 
operation from surgical and nursing colleagues. As was said in 
these columns when noticing an earlier edition, the book abouncs 
in useful tips and advice based on well-proven details of 
technique, and particular attention is paid to post-operative care. 
While primarily addressed to nurses, it should also prove very 
helpful to students and junior members of the medical profession. 


It is only to be expected that in time of war there should 
be a spate of small handbooks of psychology written in a 
popular vein. Dr. K. O. NEWMAN’S pamphlet, Mind. Sex, and 
War (Simpkin Marshall, 3s. 6d.) is entertainingly written, if a 
little too replete with purple patches. He analyses with dis- 
crimination the reaction of different temperaments to the war 
situation. We heartily agree that one of these people is a 
public nuisance—the man or woman who needlessly interferes 
with our private existence by unnecessary and sometimes even 
ruinous restrictions, and who seems to prefer it when people 
don’t like them. To such, war indeed offers abundant oppor- 
tunity. The publishers do some disservice to the author by 
claiming too much for him and by unfairly stating that “ the 
practice of [other] popular writers on psychology . . . is to tell 
the reader what he wishes to hear.” 


Mr. H. N. LINSTEAD, secretary of the Pharmaceutical Society 
of Great Britain, has assembled in workmanlike fashion the 
material for a volume commemorating the centenary of his 
Society on April 15, 1941. It has eighty-four large pages. The 
introduction, headed * A Century of Service,” takes the form of a 
general survey of the Society’s development rather than a detailed 
historical record duplicating Mr. Howard Bayles’s eiaborate 
review printed at the time of the centenary. The commemora- 
tion itself is reported at length. with the full text of Mr. Linstead’s 
play “ Jacob Bell and Some Others,” which was produced at the 
Conway Hall, London, on April 15, and afterwards at the Crane 
Theatre, Liverpool. There is much other interesting matter, 
grave and gay, and the volume is enlivened with many excellent 
illustrations. 


Six years ago Major F. MitTcHett-Heccs classified and 
arranged in subdivisions the papers set at the final examination 
for the London M.B., B.S. during the preceding fifteen years, 
and published them in book form with some preliminary advice 
and information. He has now brought out a new edition 
(J. and A. Churchill, 7s. 6d.) analysing the questions set during 
the years 1925-40, omitting those set in 1920-5. In the interval 
between the two editions the final examination for these degrees 
of London University has been reconstituted. and now consists 
of three parts instead of two. 


Films picturing the morphology of the lower animal creation 
have been much appreciated by cinematograph spectators, and 
the interest so awakened has aptly enough found expression in a 
demand for more light upon the origins and development of 
these diverse organisms. The further information desired is 
contained, as touching the invertebrates, in the sixpenny Pelican 
book Cine-Biology, by three authors (J. V. DURDEN, Mary FIELD, 
and F, Percy SmitH). The first type in order is amoeba, sexless 
and therefore immortal. Next comes paramecium, subject to 
death but revived by conjugation, which is the dawn of sex. 
The life history of the liver fluke is called a “ desperate 
survival.” which indeed it is. Among the arthropoda figured 
and described are daphnia of the rolling eye, cyclops with 
its pair of eyes fused at the last into one to justify its name, 
the shrimp, which goes back to the Devonian, the king crab, 
the dragon fly, and the emperor moth. The authors write with 
a lively enthusiasm, which is communicated to the reader and 
should serve to carry him through or over the more specialized 
passages. The text is set off and elucidated by 119 excellent 
photographic reproductions. 
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Preparations and Appliances 


ELECTRIC PROBE FOR LOCATION OF METALLIC 
FOREIGN BODIES IN THE TISSUES 


Surgeon Lieutenant R. C. J. Hitt, R.N.V.R.. writes: 


The accurate location of foreign bodies in the tissues often 
proves difficult even when the surgeon has at his command 
the resources of a well-equipped radiological unit; and to the 
surgeon in the field, or in a ship, where such facilities are 
limited, any device which might assist him in his search should 
be welcome. 

Over forty years ago, during the 
Boer War, an instrument known as 
the “telephone probe” was devised, 
and this in principle was probably 
similar in its mode of action to the 
“radio probe” described by Dr. 
James Hall in his letter to the 
British Medical Journal published 
on November 2, 1940 (p. 611). 
Practical experience in this ship 
stimulated research on reading Dr. 
Hall's letter, but though various 
types of wireless sets and circuits 
were tried with the co-operation of 
the torpedo department,  satis- 
factory results, as described in the 
letter, were not obtained. After 
further experiments the electricians 
finally suggested an instrument 
which “ divined” the presence of 
metallic bodies by the completion 
of an electrical circuit when two 
probes came in contact with it. 
The instrument went through many 
vicissitudes before satisfactory 
results were obtained, but in its 
final form it has proved its value, 
with certain limitations, and is light, 
compact, and easily sterilized. 

The instrument consists of two 
silver-plated probes, one within the 
other. The outer probe, of 4 mm. 
diameter, is insulated internally by 
a fibrous material which is imper- 
vious to moisture and heat. The 
inner probe has a slightly beaded 
end, which projects to a distance of 
2 mm. beyond the end of the outer 
probe. The latter is secured by a 
screw to a socket in the handle of 
the instrument, while the longer 
inner probe passes further down, 
and is screwed to a thread on a 
watch spring. The watch spring 
and the outer probe are in con- 
nexion with a battery within the 
handle which is also connected to 
a small torch bulb. Very slight 
force. such as is experienced when 
the projecting inner probe comes in 
contact with a _ foreign body, 
depresses the watch spring; and, 
when both probes are flush, and 
therefore in contact with the metal 
object, the circuit is completed and 
the bulb lights. The handle and fittings are made of brass, and 
the former holds a unit cell of the ordinary torch type. This 
can easily be removed from the base of the instrument by 
releasing a bayonet catch. 

The whole instrument can be sterilized by boiling, preferably 
in oil, but since this appears to have an adverse effect on the 
tension of the spring, in practice it has been found sufficient to 
boil the probes and immerse the handle in spirit. Just before 


Diagram’ of electric probe, 
approximately half size, except 
for the probes, which have 
been drawn on slightly 
larger scale to irdicate clearly 
the insulation. The fibre insu- 
lating material is shown in solid 
black. A = Bulb. B = 
Thumb-screw to secure outer 
probe. C = Torch battery unit 
cell. D = Watch spring to 
which inner probe is secured. 
E = Bayonet catch. 


use the handle is covered with a sterile jacket, the probes 
passing through a small opening, while the light is strong enough 
to shine through the material. 

In actual practice it is difficult to locate small fragments of 
metal, since they must be of a diameter greater than that of the 
outer probe, while the force required to depress the inner probe, 
though slight, appears sufficient to move such particles along 
the tissue planes. It is considered, however, that the removal of 
such fragments, in the absence of infection, would not normally 
be attempted. Where large fragments are concerned it should 
be possible to locate the metal with the probe and then decide 
on a line of approach, since so long as the probe is in contact 
with the metal the light will remain burning. 

It is not considered that this instrument is infallible, but it has 
been of assistance. In any case it is a rough affair, made in the 
ship from material available, in the spare time of a chief artificer, 
to whom all credit is due. 


INTRAMUSCULAR DRIP GLUCOSE SALINE 


Dr. M. SARWaAR writes from the War Memorial Hospital, 
Wrexham: 


Intramuscular glucose saline has often been recommended 
for marasmic infants in whom gastro-enteritis precludes reten- 
tion of fluids and nourishment either by mouth or per rectum. 
The usual method used was injection of glucose saline in 30 to 
40 c.cm. doses into the flanks every four or six hours. This 


-method had the following disadvantages: (1) danger of sepsis 


because of repeated injections, (2) frequent disturbance of the 
very fragile infant, (3) pain. Considering the above I thought 
a method of continuous administration on the pattern of intra- 
venous drip would be very useful, which I tried and found to 
work very well. 

The details are as follows: the equipment is the same as for 
intravenous saline administration, namely: (1) a bottle of cex- 
trose saline (vaccoliter type), (2) glass dripper, (3) rubber tubing, 
(4) pinch cock (screw type), (5) glass connexion, and (6) fairly 
long hypodermic needle (24-in. size). 

Method.—The apparatus is set up as for intravenous drip, 
with due aseptic precautions. The saline is allowed to run 
free until there is no air in the tube or the needle. It is then 
turned off. The skin of the infant’s flank is prepared with 
spirit in the usual way and the needle inserted between the 
layers of the abdominal muscles. The saline bottle is then 
raised and hung up at a height of about 24 feet. The curtain 
stand at the head of the swing cot usually serves the purpose 
quite well. The fluid is then allowed to crip at the rate of ten 
to twenty drops to the minute by unscrewing the pinch cock. 
The needle is fixed to the skin by bits of elastoplast over 
the glass connexion. The apparatus can thus be worked for 
about twelve hours or more as need be. Periodic watch should 
be kept on the skin, and the drip stopped if the skin is very 
distended. It can be restarted when the oedema goes down, 
or the site of the needle varied. Three to five units of insulin 
can be injected into the bottle and shaken up if deemed 
necessary. 

This plan does away with all the disadvantages of the usual 
method described above ; besides, it delivers the saline at an 
even, gentle rate, giving it enough time to get spread out under 
the muscles and making absorption easier. A further advantage 
is that it reduces the work of the nursing staff. 

I have to thank Dr. D. B. Evans for his kindness and for 
permission to use this method on his patients. 


H.C. A. Lasser and J. Bang (Norsk Med., 1940, 81, 2130) state 
that between January 1, 1934, and January 1, 1940, 9.826 patients 
were under treatment for scarlet fever at the Blegdams Hospital, 
Copenhagen. Of these, twenty (0.2%) developed complications. 
in the central nervous system. In 1939 the incidence of these 
complications was 0.7-0.8°%. All the patients showed pleocytosis 
with predominance of lymphocytes in the spinal fluid. In six the 
pleocytosis was the only indication of infection of the central 
nervous system, while ten had clinical signs of meningit:s without 
focal lesions, and four presented evidence of focal processes.. 
The seasonal incidence of the complications did not coincide with. 
that of poliomyelitis. 


| 


Nov. 1, 1941 


THE NUTRITION SOCIETY Baris 617 


MEDICAL JOURNAL 


THE NUTRITION SOCIETY 


[FROM A CORRESPONDENT] 


The first scientific meeting of the Nutrition Society, of 
which the foundation was reported in the Journal of 
October 11, and was also made the subject of editorial 
comment in the same issue, augurs well indeed for its future. 
It may have been in part a feeling that the occasion will 
prove to have been a historic one, in part a wish to bear 
public witness to the importance of nutrition, in part an 
interest in the subject of the actual meeting—* The Evalua- 
tion of Nutritional Status ”—and in part just natural human 
curiosity, but the result was a meeting of some 250 people 
in the Physiology Department at Cambridge, a meeting as 
distinguished in many of its personnel as it was representa- 
tive of the large and diverse bodies of workers in the field 
of nutrition. Physicians and surgeons lunched with 
statisticians and experts in animal husbandry ; at tea-time 
opinions and information were exchanged between bio- 
chemists, medical officers of health, and plant pathologists : 
the several interesting demonstrations—including a live 
sheep complete (or incomplete) with gastric fistula—were 
visited by dietitians, physiologists, Government officials, 
organic chemists, and economists. It is doubtful if even in 
Cambridge or Oxford there have often collected together 
so varied an assortment of experts for a single symposium 
on a particular subject. 


Programme of First Session 


The programme laid down by the energetic organizers of the 
meeting was closely followed, except for the regretted absence 
of Sir John Orr, chairman of the Society’s provisional com- 
mittee, away on urgent Government business, and for the usual 
unavoidable slight lag behind scheduled times. Even so, the 
inaugural ceremonies, the three main papers, the six subsidiary 
contributions, lunch, and tea were all disposed of between 
11 a.m. and 5 p.m. 

It is very much to be hoped that some record of this dis- 
cussion will be kept ard published, as well as the more formal 
contributions preserted by the nine speakers, three on each of 
the three subdivisions of the main subject. Of these contribu- 
tions coming in from the wide territory that comprises labora- 
tory research, clinical investigation, and animal experiments in 
barn and field, it is not possible to give even an outline that 
could begin to do justice to their interest and importance. For 
it is just the details, rather than the general broad principles 
they illustrate, that constitute much of the importance of these 
contributions. Where, unexpectedly, the same observation or 


: deduction is made independently by experts in widely separated 


parts of the territory, there is to be found immediately an 
indication for further investigation, possibly of a collaborative 
nature, of a problem that has more than a parochial or specialist 
interest. Thus, for example, Dr. C. Crowther’s insistence that 
the effect of adding a single nutrient to an animal’s diet must 
be dependent on the nature and amount of the other nutrients 
in that diet seems to be an expression of a more general 
nutritional law that almost certainly underlies the facts in the 
minds of later speakers when they stressed the relative import- 
ance of multiple deficiencies compared with simple uncompli- 
cated avitaminoses. 

The claims of the “laboratory school,” represented by Dr. 


_Harris’s contribution, and the clinical findings of Dr. B. F. 


Platt, with his wide experience of deficiency diseases in China 
and East Africa, find reconciliation, if this is needed, through 
the intermediary of such analytical minds as Dr. Sinclair’s. The 
wider and correlated use of available methods, bound up with 
his obvious determination to examine all such methods with 
ruthless objectivity, will surely reveal that Dr. Harris and 
Dr. Platt are approaching the same phenomena from different 
ends. Integration alone will enable us to discover at what stage 
of a dietary insufficiency the biochemical changes depicted by 
Dr. Harris’s methods become accompanied by the clinical stig- 
mata revealed under Dr. Platt’s examination. 


Physiological Stress and Subclinical Conditions 


A point brought out by a!l three speakers in,the clinical 
section was the effect of physiological stress in revealing or 
accentuating those subclinical conditions that are the result 
of single or multiple dietary deficiencies. Thus Dr. W. C. W. 
Nixon spoke of pregnancy, Dr. R. H. Dobbs of the rapid growth 
and intense metabolism characterizing infancy and childhood, 
and Dr. Platt of heavy manual labour and the onset of hot 
humid weather as tending to throw up previously masked dis- 
turbances due to some dietary imbalance. In some similar way 
the artificial conditions of stress under which many domestic 
animals are reared—the goal being, as Dr. Crowther indicated, 
primarily not the good of the animal itself, but satisfaction of 
its Owner’s economic requirements—may themselves accentuate 
the handicaps already imposed by a diet and environment 
departing from those natural to the species. The combined 
strain of intensive milk or egg production and stall or battery 
feeding might be expected to reveal pre-existing vitamin and 
mineral deficiencies. But, as Mr. H. H. Green showed, par- 
ticularly in his references to aphosphorosis, coastal sickness, 
and swayback, even “natural” conditions of feeding may not 
prevent the outbreak of indubitable ceficiency diseases, only to 
be combated by raising the status of poor marginal pastures 
nearer to that of the best. Here it is that the work of the 
nutritionist concerned with the problems of human and animal 
health brings him in close contact with the interests of the 
agricultural expert. 

Dr. John Hammond’s revelations of how the experimenter 
may make play with the shape as well as with the weight of 
adult animals—pigs or sheep, for instance—by submitting them 
to dietary deprivations at different periods of growth lead one, 
by perhaps a legitimate line of speculation, to wonder what 
light such animal experiments may have to throw on the per- 
manence or otherwise of the changes brought about in human 
infants, adolescents, and young adults as the result of the 
kinds of nutritional defects discussed by Dr. John Yudckin and 
Dr. G. W. Robertson, who have been investigating in particular 
the partial nyctalopia of vitamin-A deficiency, and also the 
lowered haemoglobin level due to iron lack. 


The Society’s Prime Functions 


Enough has perhaps been written to show that this symposium 
mosi certainly fulfilled its two main functions. The first was 
that to which reference was made by Sir Charles Martin, who 
took the chair at the morning session in place of Sir John Orr, 
being succeeded in the afternoon by Sir Joseph Barcroft, and 
also by Sir Frederick Gowland Hopkins, who at Sir Charles 
Martin’s invitation opened in the morning both the particular 
work of this symposium and the Nutrition Society’s public 
activities in general. The first function was to bring together 
the many disciplines required for exhaustive study and effec- 
tive action in the fields of animal and human nutrition. The 
second function, clearly felt by the founders of the Society and 
its energetic committee, though not always explicitly stated, 
was to make the exponents of these several disciplines realize 
not merely that they have much to learn from one another, 
but that many or a!l of their activities may be frustrated unless 
they exchange views and information and also actively col- 
laborate in pursuing investigation and in securing the practical 
application of its results. If for no other reason, this sym- 
posium was highly encouraging because it revealed how large a 
number of the country’s most distinguished nutritionists are 
convinced of the truth of this view. To have at one meeting, 
all attending with the utmost care to a very varied list of com- 
munications, past and present Presidents of the Royal College 
of Physicians, professors of medicine, physiology, and_bio- 
chemistry, members of Government scientific staffs and 
administrative grades, scientists from the laboratories of food 
and drug manufacturers, teachers of domestic science, the 
“planners and plotters” from experimental agricultural re- 
search stations, public health experts—this made the symposium, 
despite its essentially unofficial nature, almost a British counter- 
part, on a smaller scale and covering only a corner of the 
vast field, of that National Nutrition Conference for Defence 
at Washington in April last. 
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VITAMIN-E THERAPY IN NEUROMUSCULAR 
DISORDERS 


A symposium on vitamin E which was published in 
1939° was largely concerned with its endocrine and 
obstetric actions, though Vogt-MOller referred briefly 
to its employment in disease of the nervous and muscular 
systems. The value of vitamin E in the prevention of 
abortion—its original application in man-—remains un- 
proven, and during the last two or three years interest 
has been focused on its action in neuromuscular disease. 
The occurrence of nervous and muscular disorders in 
experimental vitamin-E deficiency has been known since 
1928, when Evans and Burr’ reported paralysis in the 
offspring of rats which had been kept on a diet lacking 
this vitamin. In these animals Lipshutz’ demonstrated 
degeneration affecting chiefly the ascending and descend- 
ing vestibular, tecto-spinal, rubro-spinal, and dorsal 
ascending tracts. Several workers subsequently ob- 
served a muscular dystrophy, without nervous changes. 
in young rabbits, guinea-pigs, and dogs reared on a diet 
deficient in vitamin E. These dystrophies could be pre- 
vented, and in the earliest stages cured, by adding the 
vitamin to the diet. Ringsted* in 1935 and Burr, Brown, 
and Moseley* in 1937 reported the appearance of paresis 
in adult rats deprived of vitamin E: a full clinical and 
pathological account of this disorder was given by 
Einarson and Ringsted* in 1938. They described pro- 
nounced flaccid paralysis and wasting of the hind limbs, 
with ataxia, some hypo-aesthesia, and loss of hair and 
trophic ulceration over the hind quarters. Administra- 
tion of vitamin E could arrest the paralysis in its 
earliest stages only, without bringing about recovery ; 
in the later stages it had no effect on the progress of 
the disease. Einarson and Ringsted compared the early 
changes to those arising in tabes dorsalis, and the later 
ones to those in amyotrophic lateral sclerosis and pro- 
gressive muscular atrophy. The purely muscular dys- 
trophy unaccompanied by nervous changes seen in 
young rabbits and guinea-pigs deprived of vitamin E 
may be compared to the juvenile muscular dystrophies 
of man. Antopol and Unna’s’ observation of foci of 
muscle atrophy in vitamin-B.-deficient rats, and the 
production of tremors and convulsions from overdose 
of it, led to the suggestion that deficiency of this vitamin 
also might play a part in the pathogenesis of muscular 
dystrophies. 

Svmposium on Vitamin by the Society of C hemical Industry, London, 1939 

2 J, biol. Chem., 1928, 76, 273. 

8 Rev. neurol., 1936, 65, 221. 

* Biochem. J., 1935, 29, 788. 

5 Proc. Soc. exp. Biol., N.Y., 1937, 36, 780. 

*® Effect of Chronic Vitamin E Deficiency. Oxford University Press, 1938. 


7 Unpublished work cited by Antopol, W., and Schotland, C. E., J. Amer. med. 
Ass., 1940, 114, 1058, 


spontaneous nervous and muscular diseases in man was 
so striking that clinical trial of vitamin E was not only 
appropriate but imperative. It is true that in the ex- 
periments on animals treatment had been disappointing 
in so far as vitamin E had not cured the disorders once 
they were established. In adult rats and in puppies 
the dystrophies can be arrested only in the early stages, 
though in young rabbits and rats advanced cases of 
muscular dystrophy have responded to a-tocopherol, the 
active principle of vitamin E, and Morris* has reported 
the cure of muscular dystrophy in adult rabbits with the 
same substance. Moreover, in cases of muscular and 
nervous atrophy in man there are usually no signs of 
dietary deficiency, and Denker and Scheinman’ could 
obtain no evidence of this in their cases of amyotrophic 
lateral sclerosis. Bicknell,’ on the other hand, main- 
tains that many people consume a diet deficient in foods 
which are rich in vitamin E. He gave half an ounce 
of fresh dried whole-wheat germ twice daily to eighteen 
patients with muscular dystrophy, four with amyotrophic 
lateral sclerosis, two with tabes, one with peroneal 
muscular atrophy, and one with amyotonia congenita. 
Nine of his cases of muscular dystrophy improved after 
treatment for two to eighteen months, one relapsing 
when the treatment was stopped. In the other nine there 
was little or no improvement after treatment for six to 
sixteen weeks. Only one of his cases of amyotrophic 
lateral sclerosis clearly showed improvement (after 
seven months’ treatment); in one the improvement was 
doubtful ; and two of the patients died. In the other 
diseases no effect was observed after eight weeks’ treat- 
ment, though the patient with amyotonia congenita 
seemed rather stronger. Wechsler, after a preliminary 
report’ on five cases of amyotrophic lateral sclerosis, 
in two of which improvement had followed treatment 
with a-tocopherol, reported’* twenty more cases of this 
disease. He gave 50 to 100 mg. of a-tocopherol, partly 
by mouth and partly intramuscularly, and a diet rich 
in vitamin E: six cases were unaffected, three were 
arrested, and eleven were improved. In some cases the 
improvement was considerable, as in one practically bed- 
ridden woman aged 36, with a year’s history of illness, 
who became able to walk and even do some housework 
after ten months’ treatment. Stone’ reported improve- 
ment in five patients with muscular dystrophy treated 
with 2 c.cm. wheat-germ oil daily: he also gave vitamin 
B, and thought that this helped. He stated that in one 
case of old anterior poliomyelitis there was lessening 
of muscular atrophy with the same treatment. - 

To many readers of these papers the results seemed 
too good to be true, and time has unfortunately con- 
firmed their scepticism. Later reports have been so 
uniformly negative as to suggest that these earlier suc- 
cesses can bz explained by the remittent nature of neuro- 
muscular disorders and by the psychological stimulus 
of new therapy. Shelden, Butt, and Woltman™ treated 
eight cases of muscular dystrophy, six of amyotrophic 

® Science, 1939, 90, 424. 

® J. Amer. med. Ass., 1941, 116, 1893. 
10 Lancet, 1940, 1, 10. 

1 J, Amer. med. Ass., 1940, 114, 948. 
12 Amer. J. med. Sci., 1940, 200, 765. 


18 J, Amer. med. Ass., 1940, 114, 2187. 
14 Proc. Mayo Clin., 1940, 15, 577. 
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lateral sclerosis, and four of progressive muscular 
atrophy with 180 c.cm. wheat-germ oil by mouth daily, 
and with 100 mg. of a-tocopherol intrainuscularly twice 
weekly, for periods of three to five months, but none of 
their cases showed any improvement. Denker and 
Scheinman’ treated eleven cases of amyotrophic lateral 
sclerosis with 55 to 175 mg. a-tocopherol daily, partly 
orally and partly by intramuscular injection. In no 
case was any improvement noticed. One of their cases 
was very mild and of only six months’ standing, but 
was not helped any more than the others. They add 
a note on four other more recent cases treated with 
250 mg. a-tocopherol and 100 mg. vitamin B. daily, 
but the results were equally disappointing. Ferrebee, 
Klingman, and Frantz’ treated thirteen patients with 
progressive muscular dystrophy, seven with progressive 
muscular atrophy, and six with amyotrophic lateral 
sclerosis: they gave two tablespoonfuls of wheat-germ 
cereal, 70 to 100 mg. a-tocopherol, and 10 to 30 mg. 
pyridoxine hydrochloride (vitamin B.) daily by mouth, 
and 100 to 200 mg. a-tocopherol intramuscularly once 
or twice a week. The period of treatment extended 


over two to fifteen months. In none of these cases was . 


there significant improvement; in ten of the cases of 
muscular dystrophy and six of progressive muscular 
atrophy there was no deterioration. Two important in- 
vestigations in this country, both of which gave negative 
results, have been published this summer. ‘“Worster- 
Drought and Shafar’* treated twenty-five cases of motor- 
neurone degeneration with vitamin E in the form of 
synthetic a-tocopheryl acetate or wheat-germ oil. The 
cases included bulbar paralysis, progressive muscular 
atrophy, and amyotrophic lateral sclerosis; only two 
showed definite improvement, and progressive deteriora- 
tion occurred in all nine cases of bulbar paralysis. The 
authors point out that, though the prognosis of motor- 
neurone degeneration is always grave, the rate of pro- 
gress varies, and periods during which no advance of 
the diszase takes place are by no means uncommon in 
the absence of specific treatment. Fitzgerald and 
McArdle” treated ten cases of muscular dystrophy and 
ten of motor-neurone disease with either vitamin E or 
vitamin B., or with a combination of the two, without 
obvious improvement. Their results are of particular 
value because they were controlled by the estimation of 
the daily output of creatine and creatinine. In diseases 
of muscle creatine is found in excess in the urine, the 
amount depending on the bulk of improperly function- 
ing muscle. Rabbits with nutritional muscular dys- 
trophy excrete an abnormal quantity of creatine, which 
falls dramatically within a few days of the administra- 
tion of a-tocopherol. No such improvement occurred in 
the human cases treated by Fitzgerald and McArdle. 
When these and other figures in the literature are 
summed up the clinical statistics of vitamin-E therapy 
in neuromuscular disease are indeed disappointing and 
reveal no significant difference from the course of the 
untreated disease. No biochemical evidence has been 
produced of any action of vitamin E, natural or syn- 
thetic, on neuromuscular disease in man. It is probable 
that the place of vitamin E in the index of treatment 


15 J. Amer. med. Ass., 1941, 116, 1895. 
16 Lancet, 1941, 2, 209. 
17 Brain, 1941, 64, 19. 


will not finally be decided until simple means are avail- 
able for analysing the amount of the vitamin in the body 
fluids and tissues. We do not doubt that vitamin E is 
an important food factor, but we find nothing yet to 
persuade us that any human disease, or any disturbance 
of childbearing or locomotion in man, is due to defi- 
ciency of vitamin E or is alleviated by treatment with 
it. Similar provisional judgment must be passed on 
vitamin B., now known as pyridoxine, which has been 
advised in Parkinson’s syndrome and in a number of 
other neurological disturbances in addition to those 
already discussed ; here, too, the early promise has not 
been confirmed.** *° 


ECONOMY IN DRESSINGS 


It is a pity that the Select Committee on National 
Expenditure cannot be persuaded to look into the use 
of surgical dressings in wartime. Its comments might 
be pungent and informative. The amounts of cotton 
and other imported materials used for surgical dressings 
must bulk as large as the imports of drugs, but so far 
they have not been subject to the same carefully planned 
economy. It is perhaps inevitable that the treatment 
of wounds should be on a cost plus percentage basis, 
but certainly more might be done to communicate to the 
surgeon a sense of the cost of dressings in money to 
the patient, hospital, or insurance fund, and in imports 
and irreplaceable stocks to the country. It is inexcus- 
able that materials should still be wasted in techniques 
which are discredited or superseded. M.R.C. War 
Memorandum No. 3 says laconically that boric acid in 
boric lint is wasted. Nevertheless we have it on reliable 
authority that 44% of all prescriptions for lint are for 
boric lint and that prescriptions for boric lint constitute 
over 6.5% of all the prescriptions for dressings under 
the National Healih Insurance Act. It is perhaps mis- 
leading to say that the boric acid is wasted, for when 
the doctor orders twe ounces of boric lint the patient 
actually gets only just over an ounce of lint and the rest 
boric acid. But to weight lint with boric acid, which 
must be imported, sezms both extravagant and foolish 
in wartime, for there can be few who now seriously 
believe in the antiseptic or healing virtues of boric acid. 
Nor has any pharmacologist the slightest doubt that the 
belladonna in belladonna plaster is wasted, and that the 
same green colour and psychological effect could be pro- 
duced by an extract of lawn mowings, yet an important 
proportion of our supplies of this precious drug is still 
being diverted to this purpose. The surgeon is entitled 
to reply that no up-to-date casualty department ever uses 
boric lint or belladonna plaster, but his own foibles are 
equally susceptible to criticism. The hospital treatment 
of burns has been debated with almost religious fervour, 
but we have no figures for the relative cost in time, 
money, and materials of treating a burnt hand with 
plaster-of-Paris, Bunyan bag, sulphonamide and saline 
packs, or the antiseptic pellicles of which sulphadiazine 
in triethanolamine is the latest example. Few hospitals 
go to the trouble of sorting soiled dressings from dirty 
dressings so that the merely soiled may be used again. 


18 J. Amer. med. Ass., 1941, 116, 2148. 
1® Proc. Soc. exp. Biol., N.Y., 1940, 43, 97. 
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Oily dressings are now used on a wide scale in the treat- | 


ment of burns, septic wounds, and compound fractures, 
either alone or in conjunction with substances such as 
flavine, a sulphonamide, bismuth, zinc oxide, and iodo- 
form. There is good reason to believe that the action 
of the oil is mechanical, forming a surface on which 
lvmph does not adhere and clot. The current prices 
per gallon of oils, without tax, are approximately: vege- 
table oils, 6s. 6d. to 7s. ; liquid paraffin, 8s. ; crude cod- 
liver oil, 9s. 6d. ; pure cod-liver oil, 19s. 6d. Cod-liver 
oil is in short supply and is urgently needed for human 
and animal nutrition. The revival of the treatment of 
burns by carron oil suggests that the cheaper vegetable 
oils are not unsuitable, nor is there any convincing evi- 
dence that fish-liver oils improve healing to a degree 
commensurate with their rarity and cost. Why, then, 
are they still being used for external applications? One 
of the most popular oily dressings at the present time 
is tulle gras, and this likewise appears to be equally effec- 
tive whether or not it contains halibut-liver oil and 
balsam of Peru. Tulle gras consists of nothing more 
than curtain muslin steeped in soft paraffin, and the 
prices charged for proprietary brands of this material are 
fantastically high. 

Newer materials such as artificial silk and the trans- 
parent wood-pulp wrapping known by the proprietary 
name of cellophane have not been exploited in this 
country, though it is known that artificial silk bandages 
are used by the Germans. Clothes are rationed, and 
menstrual diapers, in short supply, may soon be made 
from sphagnum moss, but clean abdominal incisions may 
still be seen covered with wads of cotton-wool and many- 
tailed bandages. It seems certain that sooner or later a 
drastic cut must be made in materials for surgical dress- 
ings, and it would be well for plans to be laid to deal 
with such an emergency. At present the facts are not 
available. To begin with we need a survey of a suitably 
chosen sample, in the statistical sense, to show what 
kinds of dressings are being used in the home, the work- 
shop, the practice, and the hospital, and for what pur- 
poses. The next step would be the costing of different 
methods of dressing lesions from inception to healing. 
Discussions should then be held with the Ministry of 
Supply to discover which potential materials are plenti- 
ful, such as plaster-of-Paris, hypochlorites, and sodium 
sulphate, and which are wanted for other purposes, such 
as cotton-wool, phenol, and fish-liver oil. Experiments 
would be necessary in many instances, so as to avoid 
fiascos like the use of preparations of glycerin of tannic 
acid on burns of the hands and face. A short memo- 
randum would then be prepared laying down standard 
methods of treatment ; demonstrations of methods would 
be instituted, and quotas would be established on this 
basis. So far the attention of surgeons in this country 
has been directed too exclusively to the formation of 
centres at which patients are treated by specialists, to the 
advantage of both patient and specialist. Such methods 
may win the peace but it is doubtful whether they con- 
tribute much to winning the war. A raising of the 


general level of prophylaxis against wound and ward 
infection, and of economy in treatment, would be much 
more immediately useful, even though less academically 
interesting. 


ECONOMY IN DRESSINGS 


BRITISH 
MEDICAL JOURNAL 


NIGHT-BLINDNESS 


Few affections have a literature of such great antiquity 
as night-blindness. Various Egyptian papyri, including 
the Ebers papyrus, refer to it, and ox-liver was recom- 
mended for treatment. Descriptions of the condition 
and of liver therapy are also found in Hippocratic 
writings and in the records of ancient Chinese medicine. 
Liver therapy for night-blindness appears to have been 
prescribed throughout the Middle Ages, but fell into 
disrepute by the beginning of the last century ; it is not 
mentioned in Mackenzie’s classical Treatise on the Dis- 
eases of the Eye (1830). The significance that night- 
blindness has assumed with the advent of black-out 
conditions helps one to appreciate how important the 
affection must have been to earlier generations who had 
no brilliantly lit cities and were in any case largely rural. 
Moreover, it was not until 1853, when the ophthalmo- 
scope established retinitis pigmentosa as a distinct 
entity, that a clear separation could be made into a form 
of night-blindness that had no complications and a more 
serious type which developed into the ultimately total 
or subtotal blindness of retinitis pigmentosa. The fear 
that a first experience of night-blindness engendered is 
well reflected by Mackenzie: “The first attack of the 
disease generally excites great alarm. The patient. . . 
finds his sight fail, and as evening advances becomes 
almost completely blind. The medical attendant. . . 
is often as much amazed and little less alarmed than 
the patient. . . . To the joy of all concerned the patient 
wakes in the morning with his sight perfectly restored. 
But again on the approach of evening, symptoms are 
perceived of returning blindness. Night after night the 
blindness returns, and becomes more and more com- 
plete . . . vision is more and more impaired; and if 
neglected or mistreated, the disease ends in incurable 
amaurosis. . . . Mr. Bampfield infers that, under proper 
treatment, the prognosis may always be favourable.” 
The ophthalmoscope, which solved so many problems 
and rendered many more meaningless, clearly postulated 
the problem of “essential” night-blindness at a time 
when social conditions made it an affection of decreas- 
ing urgency. When the night-blindness of retinitis pig- 
mentosa—in which it is the first symptom of a progres- 
sive and grave affection—was distinguished as a separate 
entity there remained two clear-cut types. In 1838 
Florent Cunier had published a pedigree of seven genera- 
tions of the Nougaret family, showing eighty-six night- 
blind persons in a group of 629. Apart from this 
hereditary type there was known also an epidemic night- 
blindness affecting fatigued armies and civilian popula- 
tions (such as sections of the Russian peasantry) suffer- 
ing from “ fatigue and want of sleep.” Individual cases 
were also recognized as occurring in sailors, in whom 
“sleeping on deck is blamed as a cause.” Night- 
blindness was also regarded as a symptom or precursor 
of scurvy. The association of xerosis of the conjunctiva 
with night-blindness was noted by Bitot in an outbreak 
of the condition in children at a Poor Law institution in 
Bordeaux during 1859-61. Two years after Bitot’s 
publication (1863) Gama Lobo asserted that xerosis 
occurring in Brazilian slaves resulted from lack of suit- 
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able and sufficient food. In spite of these early obser- 
vations investigations into the aetiology of xerosis and 
of essential night-blindness tended to be independent 
studies, as xerosis is not always present or obvious. 


Subsequent workers have, however, reported so many 


instances of epidemic night-blindness in ill-nourished 
populations that, even without the validity of the thera- 
peutic test of vitamin-A administration, the role of 
nutritional deficiency as the underlying factor in 
epidemic night-blindness came to be recognized. The 
conception of night-blindness as a deficiency disease 
unified the scattered and disconnected observations col- 
lected over centuries. That conception, elaborated 
before 1914, was verified by the outbreaks of night- 
blindness during the famine conditions on the Continent 
in the course of the last war and its aftermath. A par- 
ticularly detailed study of the epidemic in Vienna during 
1919-24 was made by Birnbacher, who, among others, 
found liver, cod-liver oil, butter, and other articles rich 
in. vitamin A prompt and effective remedies. 

The two clear-cut types of essential night-blindness— 
the hereditary and the nutritional—have been more fully 
elaborated of late years. Inheritance of night-blindness 
may be dominant, as in the Nougaret family and in 
many other recorded instances; recessive, when it is 
often associated with myopia ; and sex-linked, when the 
disability is transmitted through unaffected daughters 
of affected males to some of their sons: this type, too, 
appears to be associated with myopia. The nutritional 
iype, vaguely recognized in antiquity, was proved experi- 
mentally by Holm (1925) as due to vitamin-A deficiency 
by testing the ability of rats to jump off a table in a 
dim light. Rats on diets deficient in vitamin A de- 
veloped well-defined night-blindness (after previous 
exposure to bright sunlight); this disappeared with the 
administration of vitamin A. The night-blindness was 
shown to b2 associated with retarded regeneration of 
visual purple (Fridericia and Holm, 1925), and exten- 
sive studies have since appeared on the role of vitamin A 
in the cycle of bleaching and regeneration of visual 
purple (Wald, 1935). The possibility that night-blind- 
ness is an early sign of vitamin-A deficiency led to 
studies of the range of dark adaptation in the general 
population as evidence of vitamin-A deficiency (Jeans 
and Zentmire, 1934; Frandsen, 1935). These studies 
revealed widespread subclinical vitamin-A deficiency in 
the general population, easily overcome by the adminis- 
tration of additional vitamin A. Refinements of the 
technique for testing dark adaptation and a more de- 
tailed understanding of the process have come from 
Hecht and his associates. 

It is now clear that improvement in the sympioms of 
night-blindness does not always follow quickly on the 
administration of vitamin A: occasionally there is a 
latent period of as long as two months.’ A survey of 
the newer aspects of technique and problems of dark 
adaptation is given by Mandelbaum.” That night- 
blindness and xerosis are associated effects of vitamin-A 
deficiency is obvious from both experimental and clinical 
studies. In contrast to the accepted views, which 
regard night-blindness as the earlier symptom, Kruse’ 


1 Amer. J. Physiol., 1940, 130, 651. 
2 Arch. Ophthal., Chicago, 1941, 26. 203. 
3 Publ. Hith. Rep., Wash., 1941, 56, 1301 


suggests that slit-lamp studies of the conjunctiva and 


cornea in vitamin-A deficiency reveal characteristic 
lesions long before the formation of Bitot spots, which 
in fact must be regarded as the end-stage of a con- 
tinuous range of appearances beginning with conjunc- 
tival injection. These studies are of significance be- 
cause they may supply a simple and objective means 
for the diagnosis of night-blindness arising from vitamin- 
A deficiency, instead of having to rely on the thera- 
peutic test. 

One aspect of night-blindness that recurs frequently 
in the literature is the psychological factor. It is of 
interest that the family tree Cunier established in 1838 
centred around the case of a recruit who complained 
of night-blindness and was regarded as a malingerer. 
Malingering was also suspected in the Boer War and 
still more in the last war, though some writers believed 
night-blindness to be a genuine psychopathic condition. 
The paper by Wittkower, Rodger, Scott, and Semeonoff 
in the present and in last week’s issues of the Journal 
stresses the psychopathological aspect. It is possible 
that the novelty of black-out conditions might produce 
a psychological night-blindness in psychopathic indi- 
viduals, but there is no evidence that such people form 
any considerable proportion of the night-blind popula- 
tion. In any case it is well to remember that night- 
blindness is a symptom of a wide range of conditions 
centring round organic disease of the retina and 
choroid, and around anomalies in the metabolism of 
visual purple arising from either local, general, or 
genetic factors. 


CHEMOTHERAPY OF PLAGUE 


The sulphonamide drugs have now been tried in the vast 
majority of bacterial infections, with rather varying success. 
The striking results obtained with coccal infections have, 
however, tended to obscure to some extent the fact that 
other diseases, such as those due to Pasteurellas, yield to 
treatment with sulphonamides. Preliminary observations 
by Buttle and his colleagues’ had shown that sulphanil- 
amide had a slight but temporary effect on infections due to 
Pasteurella pseudotuberculosis and Past. septica in mice, 
while Levaditi and Reinie’ obtained similar results in mice 
and hens against Past. avicida when sulphanilamide and 
certain other derivatives were employed. More remarkable 
results were obtained in 1938 by Carman’ in the treatment 
of bubonic plague in East Africa. After nine patients had 
all died, prontosil soluble in the form of intramuscular 
injections of 2.5 or 5.0 c.cm. twice daily for four or five days 
cured three out of six patients. Vine,* in a small epidemic 
in the Nilgiris in Southern India, also reported that three 
patients treated with prontosil recovered. In 1939 Schutze,” 
Durand,” and Girard and Girard’ all demonstrated that 
the sulphonamides exhibit considerable activity against 
Past. pestis in rodents. Schutze feund that, when sulpha- 
pyridine, soluseptasine, and a diaminodiphenylsulphone 
glucose compound were given to mice and rats by sub- 
cutaneous injection or by administration in the food and 
drink, sulphapyridine proved the most efficient drug in both 
mice and rats, soluseptasine protected rats but not mice, 


? Lancet, 1937, 1, 681. 

C. r. Soc. Biol., Paris, 1938, 127, 1179. 
3 FE. Afr. med. J., 1938, 14, 362. 

4 J. R.A.M.C.. 1938, 71, 382. 

5 Lancet, 1939, 1, 266. 

® Arch. Inst. Pasteur Tunis, 1939, 28, 96. 
7 Bull. Soc. Path., 1939, 32, 480. 
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while for reasons which are obscure the sulphone compound 
was efficient in mice but not in rats. 

Durand gave sulphapyridine, 2 mg. per gramme of body 
weight, to mice in their food for five or six days before and 
for from six to seventeen days after infection. Mice 
resisted at least 10,000 plague bacilli and on recovery were 
immune ; if from 20,000 to 300,000 organisms were injected 
the mice died, but their tissues were sterile at death. Girard 
and Girard showed that mice receiving 100 mg. of sulpha- 
pyridine in their food in the space of six hours were as 
resistant as those given 0.3 c.cm. of immune serum. 
Guinea-pigs receiving from 120 to 300 mg. of sulpha- 
pyridine a day for from five to seventeen days resisted Past. 
pestis rubbed on the scarified skin: some guinea-pigs were 
cured even when treatment was delayed for two days 
after infection. Sulphathiazole, according to Sokhey and 
Dikshit,” is even more active than sulphapyridine in curing 
mice. Doses of 40 mg. twice a day for ten days protected 
mice even when treatment was begun up to seventy-two 
hours after the infecting doses. Sulphathiazole they 
regarded as being as efficient as a potent antiplague serum. 

Further successes in the treatment of plague in man have 
now been recorded. Moreau’ cured two cases of bubonic 
plague with a mixture of sulphanilamide and serum. 
Chopra and his colleagues’ obtained success in the case of 
a small girl of 6 who, in addition to having a bubo, 
developed bronchopneumonia: a total of 31.5 grammes of 
sulphapyridine was given. The most remarkable series of 
cases, however, is that reported by Wagle and others,”’ as 
the result of an epidemic in Bihar. Eighty-two patients 
who served as controls were treated with iodine intra- 
venously ; forty-five (or 52.4%) died. Of seventy patients 
given antiplague serum twenty (or 28.5%) died; of fifty- 
three given sulphapyridine thirteen (or 24.59%), and of 
thirty-two treated with sulphathiazole only five (or 15.6%). 
If patients with septicaemia at the beginning of treatment 
are considered, 95.0% of the controls died, as did 60.6% of 
those given antiplague serum, while of those given sulpha- 
pyridine and sulphathiazole 43.3 % and41.8 % died. Although 
six patients with pneumonic plague all died, one was kept 
alive for eleven days. Larger doses might possibly have 
yielded a cure. These results open up a new chapter in the 
chemotherapy of plague. 


RESULTS OF PLASTIC SURGERY FILMED 


A film in technicolour illustrating the results of plastic 
surgery in war injuries has been produced under the 
auspices of the Ministry of Information on behalf of the 
Ministry of Health. It is intended to accompany and 
supplement a lecture which a delegate from the British 
Government will deliver at a number of medical confer- 
ences in the United States. The film, which is a speaking 
one, makes no attempt to give instruction in the technique 
of plastic surgery; it is merely an illustration of successful 
cases, a kind of “clinical meeting” recorded by the cine- 
matograph camera. The commentary begins by describing 
the Emergency Medical Service with its institution of 
specialist centres in various parts of the country, their 
medical and surgical teams, and the patients drawn from 
members of the fighting Forces. the Merchant Navy, and 
the civil defence services, as well as persons injured in air 
raids. It is emphasized that ordinary surgical treatment is 
not thought to be sufficient, and that rehabilitation is the end 
in view. How successfully this is accomplished is proved 


by a number of cases from the plastic surgery centre in the - 


8 Lancet, 1940, 1, 1040. 

% Bull. Soc: Path. exot., 1940, 33, 289. 
10 Ind. med. Gaz., 1941, 76, 89. 
11 Tbid., 29. 


South of England, where very satisfactory results of grafting 
and repair have been achieved even in cases of great dis- 
figurement and destruction of facial and other tissue. Train- 
ing in a new occupation if the previous one can no longer 
be followed is included. One of the cases shown is that 
of a woman dancer who, when a London dance hall was 
struck, had hundreds of minute pieces of glass blown into 
her back ; by patient treatment the worst of the damage 
was repaired. Another case was that of a woman doctor 
so injured in an air raid as to be unrecognizable when taken 
into her own hospital. Sixty pieces of glass were removed 
from the temporal, mandibular, and upper neck areas. In 
some cases artificial eyes were fitted, and—on the film at 
least—the casual observer might be deceived and not notice 
that the subject of the portrait had lost an eye. The film 
admirably suggests not only the skill of the plastic surgeon 
but the co-operation that must be required of the patient. 
It will show American audiences what is being accom- 
plished in this country in the way of skin-grafting and other 
procedures. 


AUTUMN HEALTH CAMPAIGN 


So that every possible precaution against illness may be 
taken during autumn and winter the Minister of Health has 
decided, in collaboration with the Central Council for 
Health Education, to intensify the health education 
activities of the Department and the Central Council. In 
particular, efforts are being made to secure the co-operation 
of the public in reducing the spread of diseases caused by 
droplet infection—for example, influenza and the common 
cold—as well as diphtheria, measles, whooping-cough, 
cerebrospinal fever; and tuberculosis. Influenza and the 
common cold alone are responsible in normal times for 
between 30% and 40% of the working hours lost in 
industry. This special campaign was opened by the Chief 
Medical Officer, Sir Wilson Jameson, at his Press confer- 
ence on October 1. Showcards and posters will be 
exhibited in buses, trams, and underground trains, at main- 
line railway stations, and in chain stores and the vestibules 
of cinemas, during the period up to the middle of March 
next ; they will also, with the consent of the Ministry of 
Labour, be displayed in factories. The Minister of Health 
has asked local authorities to forward this campaign of 
health publicity by all means in their power. Copies of 
a sound-film made by the Central Council for Health 
Education to illustrate the dangers of unguarded coughing 
and sneezing are now available in the council’s own film 
library, Tavistock House, Tavistock Square, W.C.1, or at 
the Ministry of Information’s central film library, Imperial 
Institute, S.W.7, on free loan to approved borrowers for 
non-theatrical showing ; and another film on the same sub- 
ject may be added to the library at a later date. A three- 
weeks display of posters on droplet infection began on 
October 25 in the windows of nearly 1,500 stores and gas 
and electricity undertakings throughout the country. 


The following cable has been received at the headquarters 
of the British Medical Association from Dr. W. E. 
McCulloch, honorary secretary of the Jamaica Branch: 
“Your oldest Oversea Branch in annual meeting assembled 
sends the parent body warmest greetings. We send you 
sympathy in your grievous losses, admiration and congratu- 
lation on the magnificent work of the profession in these 
times, and loyalty to what you stand for, envious of your 
position in the front line. We wish more and more George 


Crosses to you all—McCuLtocn.” 
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“TO MATCH THE MEN” 


An Address at the Opening of the Winter Session of the 
London School of Medicine for Women at Exeter 


BY 
Sir ROBERT HUTCHISON, Bt., M.D. 


When I first received the kind invitation of your council to 
address you to-day I confess I had some hesitation in 
accepting, and that for various reasons. In the first place 
it is probable that everything that can be said with profit 
on such an occasion as this has been said already, so “ What 
shall I sing when all is sung and every tale is told?” as 
the poet plaintively asked. I hold, moreover, that there is 
too much talk in these days which does not lead to any 
result in action, and agree rather with Carlyle’s doctrine of 
silence. Then again, it seems to be thought necessary by 
some at least of those who have addressed you in former 
years to choose a subject suited to women students and 
doctors as such. I have noticed, by the way, in some of 
these discourses a slightly apologetic note, almost as if 
women doctors might be compared, as Dr. Johnson com- 
pared women preachers, to a dog standing on its hind legs. 
“One did not wonder,” he said, “‘ that it was not done well 
but rather that it was done at all.” Others, again, are 
rather over-congratulatory in tone, and insinuate, if they 
do not state, that the coming of women in large numbers 
into our profession has been of great advantage to it, and 
that on the whole women as doctors are better than men. 
But for my own part I think it is unwise to generalize about 
the differences between the sexes. As doctors at least I 
think they are much of a muchness, and I agree with that 
wise woman Mrs. Poyser when she said: “I don’t deny the 
women are foolish! God Almighty made ’em to match the 
men.” My own experience, for what it is worth, has been 
that a woman doctor is like the little girl who had a curl 
right in the middle of her forehead : when she is good 
she is very very good, and when she is bad she is horrid— 
even horrider than a bad man doctor. 

But having weighed these objections, what finally deter- 
mined me to fall in with the wish of the council was the 
reflection that, after all, it is up to us who have nearly run 
the professional race and are about to begin the descent 
into the dark valley to give to you to. whom we are handing 
on the torch a word or two of cheer and, if it may be, of 
counsel. So here I am. 

Let me begin, then, by congratulating you on your choice 
of the London School of Medicine for Women as your 
place of study. Ido not do so as a mere empty compliment 
to this school, for it needs no flattery, nor for the reason 
that you can get as good a medical education here as any- 
where, true though that is, but because it is a women’s 
school to which men students are not admitted. You will 
gather from this, and rightly, that I am no friend to co- 
education, especially during the years of adolescence. 
Nymphs and shepherds may play together, but if they 
work together there is apt to be a good deal of time lost in 
dalliance. It is for the same reason that I do not favour 
the admission of women to men’s schools ; they are a dis- 
turbing element. You will call this, I know, a Victorian 
attitude, and perhaps it is, but it is rash to assume that the 
Victorians were always wrong. 

Further, I think you have more opportunity of social 
and athletic activities, which are such an important ingre- 
dient of the student life in a school such as this, than if 
you are one of a small minority of women at a mixed 
school. 


On Choosing Medicine 
Be all that as it may, you are here to qualify for the 


-medical profession, and one cannot help asking why you 


want to be doctors, for on your motives will depend to a 
considerable extent the spirit in which you work and the 
success you attain. I daresay a small number of you have 
been actuated by the loftiest motives, humanitarian or 
religious, by a love of mankind, or a desire to be doing the 


work of the Master, and happy are those who have this 
crusading spirit. It is of such stuff that the best medical 
missionaries are made. Another small minority, no doubt, 
are at the opposite pole : you wanted freedom and a job 
of some sort, and thought medicine as good as any 
other. I am afraid that spirit won’t carry you very far, 
but of course you may fall in love with your profession as 
you go on. Then some of you may have had a natural 
leaning to medicine for family reasons: your father or 
other near relative perhaps is a doctor. That, of course, 
may be a warning as much as an inducement, but for a son 
or daughter to follow the father’s profession is as great a 
testimonial to that profession as a second marriage is to 
matrimony. A majority, probably, wished to take up some 
profession and thought medicine would be both interesting 
in itself and give opportunities for those personal contacts 
and relationships which specially appeal to women, besides 
being—as women’s work goes—-comparatively well paid. 
On the whole these are good reasons and reasons that will 
wear well. Lastly, there may be some who could not give 
any reason for their choice ; they just felt in their bones 
that they would like to be doctors and that was all there was 
to it. Whether this argues a natural bent for our art I do 
not know, but I like to think so, for it is what made me 
become a doctor myself. I sometimes was tempted to 
regret my choice when I was doing the pre-clinical subjects. 
but—and this may. encourage some of you with similar 
doubts—as soon as I got into contact with patients all mis- 
givings vanished. 

But from whatever motive you have taken up the study 
of medicine you naturally want to succeed. And that raises 
the question: What is success? Those of you who are just 
beginning will think of it in terms of getting through exam- 
inations, and you are right, for that is your immediate 
business and it is well to take short views. I am not going 
to say anything on the threadbare subject of examinations. 
They are a necessary nuisance, but you must not allow your- 
selves to be hag-ridden by them, as women students are apt 
to be even more than men. Try to regard them as sporting 
events, and don’t take an occasional failure too tragically. 
Above all, don’t think that examiners are ogres who would 
rather fail you than not; it is really quite unjust to the 
poor creatures. 

Those of you, on the other hand, who have put examina- 
tions behind you will be thinking in terms of professional 
success and naturally look farther ahead. Let me advise 
you not to aim too high. The big prizes in our profession 
are only for the few, and they do not always bring much 
happiness when gained. ‘“Seekest thou great things? 
Seek them not,” as the wise man said. If you have earned 
enough for your needs and been able to put a little aside 
for your old age, and if, at the same time, you have won 
the esteem of your colleagues and the affection of vour 
patients, you have done well enough, and that measure of 
success should be within the reach of most of you. 


On Studying Medicine 


But how is success, whether in examinations or after- 
wards, to be attained? Your share in attaining it can only 
be by hard work, for work, as Osler said, is the master word 
in medicine. You must therefore live the dedicated life, 
eschewing many amusements and distractions and concen- 
trating on your work with singleness of purpose. At the 
outset you may feel rather appalled by the number of sub- 
jects you have to study. I sympathize with you in that, 
but I am not going to discuss the medical curriculum 
any more than examinations. We all regard it as a sort of 
chronic disease for which everyone has a different remedy. 
For my own part I should like either to treat it medically 
by a process of slimming, or to submit it to an operation 
for which the only instrument I should require would be a 
large sharp pruning-knife. Pending such treatment you 
must make the best of the curriculum as it is, and you will 
not be overwhelmed by it if you work steadily, unhasting 
and unresting, and taking each subject as it comes. 

But you must know how to work. Medicine is an art 
even more than a science, and as most of you probably 
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learn better through the eye than through the ear, I should 
advise you to read chiefly in the book of Nature—in the 
laboratories, dissecting-room, and wards. You must, of 
course, attend the lectures prescribed for you, but don't 
consider them a waste of time. I am one of those who still 
think that the spoken word is better as a vehicle of instruc- 
tion than the printed page unless the lecturer is totally unfit 
for his or her job. To get real benefit from a lecture, how- 
ever, you must take notes, which you can expand after- 
wards with advantage. Nofte-taking not only helps the 
memory but it compels attention and will prevent a dull 
lecture from being boring. 

I have said that most of your reading should be in the 
book of Nature, but of course textbooks have their uses too. 
I regr&t that most of them are such solid slabs of dullness. 
This makes it impossible to read them straight through, and 
there is no use attempting it. The proper way to read your 
textbooks is in connexion with the parts you are dissecting, 
your practical work in the labs, or, later, with the cases 
you see in the ward and out-patient room. 1 would suggest 
to you also that the best way to read with concentration is 
not against a background of noise produced by the radio, 
as seems to be a common habit among students to-day. 
Avoid above all things becoming the slaves of textbooks 
so that you can almost repeat chunks of them by heart. 
That produces the gramophone type of mind, useful enough 
sometimes in examinations, but apt to let you down in 
practice, for it means that you only have your knowledge 
indexed one way. It is quite possible, remember, to be able 
to give an accurate systematic description of a disease and 
yet to be quite incapable of recognizing it when you see it. 

Further, you must not only acquire knowledge, you must 
digest it before it is any real use to you. Lose no oppor- 
tunity, then, of talking over your work with your fellow 
students, and of joining in discussions and debates at 
student societies. 

At this point I think I hear some anxious parent say: 
“ With all this, is there not a danger of my daughter being 
overworked? ” There is no use denying that such a danger 
exists, and it is greater, I think, in women students than in 
men because women are more conscientious. The same 
is true in practice. Women are more apt to let their work get 
on top of them and never to have it out of their minds. 
It is this, I think, combined with sketchy, irregular meals 
that accounts for the appearance of strain, the absence of 
the look of leisure, so often seen in the faces of professional 
women. Worry also plays a part—for women on the whole 
are greater “ worriers”’ than men—worry about examina- 
tions as students and about patients later on. 

I do not say that overwork alone has often serious conse- 
quences to health, but it is apt to engender staleness. This 
is only to be avoided by the introduction of system into 
your work and your life, by attention to exercise, sleep, 
meals, and a sufficiency of holidays, and by the cultivation 
of hobbies and tastes outside medicine. Above all, don’t 
try to combine a social life and a student one. It can’t be 
done. You cannot dance all the night and work properly 
next day. 


On Getting Experience 


And now a word to the recently qualified. You are 
entering our profession at a difficult time, when the future 
is obscure, “ planning” much in the air, and the con- 
ditions in which you will have to practise uncertain. I 
should advise you not to worry about these things. What- 
ever happens there will always be plenty of opportunity for 
medical work, for however Demos may treat his priests 
his interest in his own physical welfare will always ensure 
that he has enough doctors and that they are reasonably 
well treated. You are at the most important period of 
your career when your real education begins, for it is now 
that you have to undertake personal responsibility for 
patients, and nothing educates like responsibility. The first 
two years after qualification are therefore most precious, 
and you. should use them in getting practical experience in 
resident posts or as a locumtenent. Let me urge you not 
to be too high and n.ighty in applying for posts ; not too 
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demanding, not too mercenary. You should be glad at 
first to work for your keep; you are probably not worth 
more. Don’t let your first inquiry about every post be: 
How long holidays do I get? How often do I get a week- 
end off? Can I keep a car? (At that stage in your career 
you have no right to have a car at all.) But rather: How 
much experience am I likely to get, and what chance have I 
of doing things on my own responsibility? Not long ago 
1 read in a medical journal of a young man who had applied 
for a post as house-physician at a provincial hospital and 
had been appointed, but on being told that he would be 
expected to give anaesthetics, if called upon, in addition to 
his regular duties he threw up the post. This action was 
applauded by the writer of the article, but for my own 
part I think the voung man was a fool. If he had had the 
root of the matter in him he would have been glad to give 
anaesthetics, to pull teeth, to conduct a delivery, or to do 
any other odd jobs that came his way for the sake of that 
inestimable reward—experience. Leave it to domestics to 
say “I was not engaged to do that! ” 

Applicants for resident posts are usually required to pro- 
duce testimonials and to appear at an interview. I attach 
little importance to testimonials, but the interview is of 
great importance, and it is essential that you should make 
a good impression. Be neither over-confident nor too 
diffident in manner. As regards appearance, it is not for 
me, of course, a mere man, to give you hints on dress, but 
it is only right to tell you, as one who has sat on many selec- 
tion committees, that quite small things—a little too much 
make-up or the tilt of a hat, for instance—may imperil your 
chances, while if you paint your nails you are infallibly and 
rightly damned. In the matter of dress I often wish that 
women doctors wore a uniform ; I am sure it would increase 
the confidence of their patients. Men doctors have set a 
bad example in this. Almost down to the last war the top- 
hat and frock-coat were de rigueur ; now men doctors dress 
anyhow. The motor car, they say, isto be blamed, as it is 
for the loss of so many other of the dignified things in life, 
but the woman doctor has not that excuse. So you of the 
rising generation might think about it. 


The Wide Choice 


While passing examinations and getting experience you 
will be making up your mind as to your permanent work, 
and fortunately you have a wide choice. As I said before, 


.few can aim at the so-called higher walks of the profession: 


but please don't talk, as I have heard a young woman doing, 
of being therefore obliged to “ drift into general practice,” 
for that, after all, is the most responsible branch of medical 
work and no one is too good for it. But general practice 
is hard work and many women cannot stand the strain of it. 
Many also shirk the responsibility or lack the initiative 
which it entails. On the other hand, women have many 
advantages as general practitioners. They are conscien- 
tious—sometimes too much so—and they ought to have 
common sense, perhaps the most valuable quality a practi- 
tioner can possess ; for women, being responsible for the 
carrying on of the race, have always had to have their 
feet more firmly planted on Mother Earth than men. 
Intuition, too, is supposed to be a feminine characteristic, 
and intuition is the basis of that useful quality in practice— 
clinical instinct. Tact is another gift which you are said to 
possess in greater degree than men, and certainly general 
practice offers ample scope for its exercise. I think it is a 
mistake, however, to believe that women are more gentle in 
their handling of patients than men ; indeed, I am not sure 
that the reverse is not the truth. Remember always that a 
“patient” and a “case” are not the same thing, and in 
your zeal to investigate the “case” do not forget that the 
“ patient ” is a human being. ° 

Apart from general practice, there are now many posts 
in the public health services which are specially suited to 
women, for they mean fixed hours, limited personal respon- 
sibility, a regular salary, and a pension. They are not 


exciting or adventurous, but they are useful and safe. Some 
of you, again, may decide to go abroad—to India, for 
example, where there is a great sphere for women’s work. 
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Research will probably appeal to only a few. There is no 
reason why women should not do great work in research, 
as the example of Madame Curie and others shows, but it 
is unwise to take it up unless you feel a real call, and it is 
often a blind-alley occupation. 

There is one important respect in which the after-careers 
of men and women doctors differ, and that is in the effect 
upon them of marriage. Marriage is a great help to a man 
qua doctor ; in a woman doctor it is apt to be a hindrance. 
Not always, of course, but it requires unusual strength and 
energy for a woman to run matrimony and a profession in 
double harness, for matrimony is really a full-time job. It 
sounds very nice for a husband and wife both to be engaged 
in practice, perhaps as partners, but I don’t think it often 
works. A man, after a harassing day, does not want to 
come home to talk shop to an equally tired wife. He 
wants to find someone with “a heart at leisure from itself 
to soothe and sympathize,” and that is the woman’s part. 
There are, of course, some part-time paid posts which a 
married woman doctor can fill—and perhaps all the better 
for her being married—but the rough-and-tumble of 
general practice is another matter. 

What proportion of you will marry I do not know. I 
have seen it stated at 309%, but I should have expected it to 
be higher. Nor do I know how this proportion compares 
with that for non-professional women. I suspect, however, 
that preoccupation with professional work lessens a 
woman’s power to please as well as her abstract desire for 
marriage. But, it may be said, if this is true there is at 
least a one in three chance that a woman’s medical educa- 
tion has been wasted. But that does not follow. The study 
of medicine is a liberal education, and medical women make 
excellent wives, while their qualification is always a second 
string to their bow. There is therefore no real waste. 

And now, having come to the end of my advice, I find it 
difficult to give a title to this address. Perhaps I cannot 
do better than use Mrs. Poyser’s phrase, “to match the 
men,” for it implies what I have wished to convey—that 
doctors, whether men or women, are much alike, and where 
unlike they are complementary to one another. Let me, 
therefore, as a final admonition and in no spirit of paradox, 
urge you, both as students and afterwards, to “ quit you 
like men.” 


AIR RAIDS AND THE CHILD 


BY 


W. E. R. MONS, M.R.C.S., L.R.C.P. 


Assistant School Medical Officer ; Psychologist to Hostels for 
Difficult Children 


While heartily condemning the habit of publishing premature 
conclusions based on relatively small experimental material, I 
feel I am justified by circumstances in making this small con- 
tribution to the evacuation problem now, instead of presenting 
the ultimate findings when the problem has ceased to exist. 

During the past months thousands of evacuated children have 
returned to their homes in the danger zones, the parental attitude 
being usually expressed in the sentiments: “If the raids should 
start again the children can soon be evacuated once more.” It 
seems appropriate, therefore, to remind parents that exposure 
to even a single “ harmless” air raid can do great damage to a 
child’s psyche be he ever so “ normal” and “ fearless” on the 
surface. 

Miss A. T. Alcock, in an address at the Tavistock Clinic on 
was strain in children (Journal, January 25, p. 124), laid stress 
on the “ difficult evacuated children” in whom the “ principal 
disturbance was due to a physical agency, such as bombing.” 
She pointed out that these ‘“ seemed to react much mote in the 
way of unruly behaviour,” and that “ some who had been bombed 
were unable to perform ordinary school work.” The Conference 
of the National Association of Maternity and Child Welfare 
Centres and the National Association of Probation Officers, 
reported under the heading “Prevention of Juvenile Delin- 
quency ” (July 12, p. 56), does not appear to have discussed the 
problem of the “ bombed” child in particular. Dr. John D. 


Sutherland, in his excellent “Survey of 100 Cases of War 
Neuroses ” (September 13, p. 365), does not mention the subject 
either, while rightly pointing to the general principle that “ war 
neuroses are essentially the neuroses in war.” 

There are reasons to believe, however, that the child who 
has been exposed to the experience of one or more air raids is 
in a class by itself.* “ Air-raid shock ” is not a neurosis in the 
true sense. It does not affect only those with a strong predisposi- 
tion, as in the case of the war neuroses, though it is easy to 
discover such pred:spositions in a large percentage of the chil- 
dren. The fact that neither personal nor family history, nor yet 
the previous school report. reveals the slightest trace of abnor- 
mality, and that the children show no neurotic tendencies in the 
Rorschach test, should serve to separate them from those in 
whom “air-raid shock” is superimposed on some previous 
weakness. 

Behaviour of the “ Bombed ” Child 

Previously good and intelligent children become suddenly 
obstreperous, destructive, mischievous, lazy, truant from school, 
and, in short, unmanageable in the billet to which they have 
been evacuated. In some cases the teacher of the new school 
expresses Coubt about the pupil’s mental normality where the 
previous report had stated him to be of scholarship standard. 
These children reveal as the foremost symptom a strange inability 
tu Occupy themselves in their free time. They are at a loss to 
know what to do with themselves, and seem to fear the respon- 
sibility of making any decision. They do not know what they 
want, and, in consequence, try to amuse themselves with one 
thing after another in rapid succession without being able to 
stick at anything for more than a few minutes. The result is, 
guite naturally, that with the exhaustion of the stock of per- 
missible entertainment they get into mischief. Nor do they 
show any greater perseverance in these enterprises, and the 
child is merely a nuisance to himself and all others. It 1s the 
behaviour of deep resentment against the adults who have failed 
to provide that security and protection which is every child’s 
birthright: the collapse of all the values which education had 
carefully built up so far. Death has become a personal problem, 
and parental authority is no longer a safe shield against this 
direct threat of extinction. 

All this is common coin to those who have had to deal with 
evacuees. But it does not seem to be commonly known that the 
raid-shocked child reveals itself as a clinical entity in the 
Rorschach test in about 65% of cases. The exact nature of this 
reaction will form the soles of a special paper when more 
material has been collected. At present our observations are 
based on twenty-three tests on children who have been exposed 
to air raids and been sent to our hoste'st as “ difficult,” and on 
thirty-two controls of similar ages at the same hostel who were 
evacuated before the raids. 

It must be clearly stated at the outset that the Rorschach 
reaction in question is not pathognomonic in the clinical sense : 
it occurs also in other concitions and occasionally in the normal 
subject. The Rorschach test gives essentially a personality 
picture, and it would be unsc:entific to draw conclusions upon 
the effect of a temporary extraneous influence from a single 
record in the absence of any previous one. The reaction con- 
sists of the response “fire” (or its equivalent: “ explosion,” 
“sun,” etc.) to the red at the bottom of Card II. To those who 
are working with this test this may seem banal, but the following 
figures are suggestive: 

Boys to and Bristol 14, 
London 9) . 
Positive reaction 
Percentage with positive reaction, 65 
Not exposed to bombing (‘‘ controls’) .. 
Positive reaction 
Percentage with positive reaction, 18. 7 

The analysis of the records of the first group shows that the 
positive reaction is given by boys who are showing little or no 
neurotic trend. This is partly due to the fact that the neurotic 
reacts usually in a specific way to the red in Card II, the neurotic 
reaction swamping, so to speak, the trend of the air-raid shock. 
Of the eight boys of the first group who failed to give the 


* Compare also Mr. Tom Harrisson’s * * Obscure Nervous Effects of 
Air Raids *’ (April 12, p. 573). 

+ The ages of these boys range from 9 to 14, the reason for their 
admission from ‘“ unmanageable ” to “ probation ” cases. 
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expected response, four answered with “ blood” and gave an 
abnormal record showing strong pre-existing tendencies. This 
explains, also, why so few of the men with war neuroses among 
soldiers returned from France (whom I had the privilege of 
examining at a Military Emergency Hospital last year) gave the 
reaction, for they were, in the words of Sutherland, merely 
“ neuroses in war.” 


Normal Child's Unconscious Reaction to Bombing 


We are, therefore, dealing with an upset not so much of an 
abnormal as of an essentially normal personality in these chil- 
dren, and one that is different from that due to the exigencies of 
evacuation. It need hardly be mentioned that any air-raid 
shock supervening upon a neurotic or otherwise abnormal 
personality will produce more severe symptoms than in a 
“normal” one. The child’s reaction to the raid or raids is 
essentially unconscious. In the majority of cases he tends to 
make light of his experiences, denies having been frightened, 
and behaves in that casual manner characteristic of an adult. 
Nor is the severity of experience any criterion. In one case 
the boy had (according to his own statement) slept through the 
whole raid in his bed; but the realization next day of the 
nearness of death served sufficiently as a shock to upset him. 
In another case the experience of a mine explosion in his neigh- 
bourhood acted as the cause. In none of these cases was 
there a “ war neurosis ” in the true sense ; nor did the Rorschach 
test suggest such a diagnosis. The behaviour of the boy toward 
aircraft noises appeared quite rational, and only those with 
neurotic trends showed any flinching at sudcen noises. 

On the other hand these children are no-longer what they 
used to be. It is obvious that the effects of their inner experi- 
ences appear much more clearly when the strain of an evacua- 
tion is added to them. What parents and teachers at home could 
not spot bursts out unmistakably when the child is among critical 
strangers. In the several thousand evacuated school children 
I had occasion to study, the difference between the “‘ bombed ” 
and the “ un-bombed ” child revealed itself blatantly on putting 
a few questions. It may be that the children from the Plymouth 
and Bristol dock area are of a tougher fibre than the London 
evacuees. But their inability to fit into billets, the excessive 
number of difficulties between hosts and children, the bad school 
reports, and the unruly behaviour of the majority of these chil- 
dren cannot be explained on those grounds alone. Most of the 
evacuated London children have almost to be fetched home by 
force ; most of the Plymouth and Bristol evacuees want to return 
home. Among an adult world that has been shaken in its 
foundations the world of the parents offers still more security 
than that of strangers. For the child, as mentioned before. is 
not aware that it has been upset by the raid experience, or it 
would not return to the danger zone so readily. 

The prognosis, in our at present limited experience, appears 
to be good for all cases not complicated by neurotic trends. 
Removed from the billet, where the problem of “ what to do in 
my free time” creates the main trouble, they tend to become 
exemplary pupils in the hostel—actually a residential school. 
Psychotherapeutic interference is unnecessary, and the routine 
and the discipline of a happy life among other boys remove all 
strain in a short time. But as it is impossible to provide such 
schools for the thousands of children who may become sufferers 
from air-raid shock during the coming winter because their 
parents are too short-s:ghted to profit by the evacuation scheme, 
every effort should be made to enforce the scheme while there 
is yet time. 


A. Lesser and L. R. Kaufman (Surg. Gynec. Obstet., 1941, 73, 
163) state that in 15 out of 132 patients operated on with a 
pre-operative diagnosis of acute eppendicitis, the diagnosis was 
erroneous, the true condition being acute salpingo-oophoritis, 
acute inflammation of chest conditions, pleural or abdominal 
tuberculosis, pyelitis, mesenteric adenitis, and acute rheumatic 
fever. In the 15 cases the sedimentation rate was constantly 
elevated or high, whereas in more than 90 cases in which the 
diagnosis of acute appendicitis was confirmed the sedimentation 
rate was normal. These findings confirm the importance of 


the blood sedimentation rate in the diagnosis of acute 
appendicitis. 


GALLANTRY IN CIVIL DEFENCE 


A Supplement to the London Gazette dated October 17 
announces the award of the M.B.E. (Civil Division) to Dr. 
DoNnALD Morton Dunn, house officer, London Chest Hospital, 
and the B.E.M. (Civil Division) to Miss Daisy JEROME, proba- 
tioner nurse, London Chest Hospital. The announcement reads 
as follows: * The Loncon Chest Hospital was severely damaged 
by enemy action. There were heavy. falls of masonry in one 
wing, and two elderly women, both seriously ill, were trapped. 
These and the patients of an adjacent ward, some of whom he 
had to carry single-handed, were taken to safety by Dr. Dunn. 
Nurse Jerome, who was injured while attending to a patient 
at the moment of the explosion, helped in the rescue work. 
Later she was knocked over and rendered unconscious for a 
short period, but on recovery she returned to the ward and 
continued to assist Dr. Dunn until all the patients were evacu- 
ated. Dr. Dunn and Nurse Jerome showed courage and great 
devotion to duty.” 

The names of Dr. Arthur Thomas Miles Myres, resident 
medical officer, London Chest Hospital, Dr. Gustav Susman 
Noris, civil cefence mobile unit, Islington, and Dr. Lewis 
Aubrey Westwood, medical officer in charge, London Chest 
Hospital, have been brought to notice for brave conduct in 
civil cefence. 


Local News 


ENGLAND AND WALES 


Post-war Hospital Policy 


Speaking at Oxford at a meeting of the Regionalization Coun- 
cil of the Nuffield Provincial Hospitals Trust, Mr. W. M. 
Goodenough, chairman of the Trust, said that in both muni- 
cipal and voluntary hospital circles the liveliest interest had 
been aroused by the statement on post-war hospital policy 
which was made on October 9 in the House of Commons by 
the Minister of Health.’ If he read this statement correctly it 
would appear that the Minister envisaged the development 
after the war of a comprehensive hospital service which would 
be available for all persons in need of treatment. That service 
was to be based on extended responsibilities to be laid on the 
public health authorities and on the development of the partner- 
ship between those authorities and the voluntary hospitals, 
which would be placed on a more regular footing than 
heretofore. This policy, he had no hesitation in saying, was 
one which both local authorities and voluntary hospitals would 
welcome and support with enthusiasm. Indeed, it was largely 
identica! with that which the Nuffield Trust had endeavoured 
to promote to the best of its ability. It was clearly based upon 
the complete reconciliation and the utilization to the best 
advantage of those bodies, both statutory and voluntary, on 
which the present hospital services depended. Mr. Goodenough 
believed that if full regard was given to all parties concerned, 
if, in fact, the idea of a “ partnership,” of which the Minister 
had so wisely spoken, was made a real one, the policy would 
be generally acclaimed and would find willing acceptance from 
all quarters. It was in this way that a truly national hospitals 
policy would be achieved. 


After ‘“ Coventry ” 


The heavy air raid on Coventry in the middle of last Novem- 
ber gives the theme to the annual report of the medical officer 
of health, Dr. A. Massey. The number of casualties is not given. 
Drainage and water communications suffered much. and in view 
of the possibility of a typhoid outbreak the city lived “on the 
edge of a volcano” for a few weeks. Its escape was due to the 
immediate application of ali preventive measures and the co- 
operation of good citizens. In the three weeks following the 
November raid 17.000 persons, or about 10% of the population 
remaining in the city, were immunized against typhoid by inocula- 
tion. Universal boiling of drinking water and milk and the 
chlorination of the public water supply were obvious preventive 
measures: from the first. Conditions of severe raiding intro- 
duced urgent sanitation problems ; measures for the disposal 
of excrement after heavy damage to sewers and drains 


1 British Medical Journal, October 18, p. 565. 
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have been an important task of the sanitary inspectors and 
members of the city engineer’s department. On the subject of 
shelters the medical officer of health says that so far early mis- 
givings have proved unwarranted. After two winters of black- 
out conditions and shelter life the physical and mental health 
of the community, while not inviting complacency, has been 
maintained at a satisfactory level. A local scheme is in operation 
whereby medical and nursing attention is available at all the 
larger public shelters. The death rate in Coventry in 1940 was 
the highest since 1938, but the figure, of course, includes air-raid 
fatalities ; without these it would presumably be round about 
the average for the last ten years. Coventry looks ahead and 
finds that the raid damage, which was to some extent in areas 
that would have been subject to slum clearance measures, has 
given the opportunity for post-war planning on healthy lines. 


The Hospital for Sick Children 


Some of the wards, fortunatelyempty, of the Hospital for Sick 
Children in Great Ormond Street suffered in an early air raid, the 
damage amounting to many thousands of pounds. The hospital, 
however, has continued its dual work as a casualty clearing 
station and a children’s hospital. Urgent cases are still received 
and treated at the hospital, but all others have been transferred 
to the sector hospital at Hemel Hempstead, which, staffed by 
doctors and nurses fron: Great Ormond Street, has kept in being 
the tradition of the old hospital, now in its ninetieth year. The 
evacuation of children from London, however, has Cceprived 
many parents and Ccoctors alike of the hospital out-patient facili- 
ties. It was felt that this deficiency could be met satisfactorily 
only by the establishment of out-patient clinics in the areas to 
which the children had been evacuated or to which they could 
conveniently be taken. Watford was chosen as the first centre, 
and, aided by the Peace Memorial Hospital there. the clinic has 
been a great success. In the annual report just issued the hospital 
chairman, Lord Southwood, states that notwithstanding many 
difficulties the year 1940 closed with a small surplus, and the 
rebuilding fund received many substantial gifts, with the result 
that the overdraft has been reduced by £41,000. 


The Health of Brighton 


Brighton as a restricted area has never endured such obscurity 
since it became a fashionable resort at the end of the eighteenth 
century, but it.still houses a civilian population of 150.000, and 
the medical officer of health, Dr. Rutherford Cramb, in his 
annual report states that the general standard of health has 
been remarkably maintained. There is no evidence of deteriora- 
tion in the standard of nutrition, nor has the morale of the 
people been undermined by enemy action. It is interesting to 
compare the vital statistics of Brighton for 1940, the first 
complete year of the war, with those for the comparable year 
of 1915. The birth rate in 1915 was 16.87; in 1940 it was 12.48, 
a considerable drop even on the figure for 1939. The death rate 
in 1915 was 16.20 and in 1940 it was 13.90, and the infant 
mortality rate for the two years was respectively 97 and 69 per 
1,000 births. Measles became epidemic in 1940, but the 
type was mild, and the number of deaths out of 2,675 known 
cases was only 3. Considerable use was made of measles con- 
valescent serum either to prevent or to attenuate an attack in 
contacts. The medical officer of health considers that so far as 
infectious diseases were concerned the year was weathered very 
well, especially having in mind the apprehension and anxiety 
with which the use of air-raid shelters was regarded. In speaking 
of the casualty services, which acquitted themselves well on the 
many occasions when they were demanded, the medical officer 
records his appreciation of the valuable work done by medical 
officers of the stationary and mobile first-aid posts and the 
personnel attached thereto during raids. All the members of 
the whole-time staff of the various departments, including the 
school medical service, continue to do tours of duty covering 
each twenty-four hours at the control centre for civil defence. 
They also act as designated medical officers, and are sent to 
give emergency treatment to casualties at the scene of the 
incident. In addition six private practitioners have volunteered 
their services for this important work, and also attend as incident 
medical officers. A note is made of scabious and verminous 
cases; 105 Brightonians and 118 evacuees were treated for 
scabies at the sanatorium. The position is not one of any 


severity, but energetic measures are being taken to maintain the 
gradual improvement observed in the borough each year before 
the outbreak of war. The report embodies that of the school 
medical service, and some interesting figures are given as to 
the results of medical inspection and treatment of the several 
thousands of children evacuated to Brighton from London and 
Croydon. A clinic for these children was opened in the spring 
of 1940, at which 1,423 children made 4,588 attendances. 


The Biinded in War 


St. Dunstan’s, which now has its war hospital and training 
centre at Church Stretton, is repeating in this war the service 
for the blinded which it first undertook in 1915. Up to the 
end of March it had received 101 blinded men and women, 
86 of them from the Services or home defence organizations, 
and 15 civilians. Of those in the Services category 45 have 
recovered useful vision, enabling them to return to civil or 
military life, at least temporarily, and 41 remain at St. 
Dunstan’s for appropriate treatment, training, and after-care. 
Of the civilians, a few have recovered some useful vision, but 
the majority have been transferred for hospital treatment to 
their local authorities or to the National Institute for the Blind. 
Sir Ian Fraser, chairman of the executive council, in the twenty- 
sixth annual report of St. Dunstan’s, makes the comment that 
those who have been blinded in this war seem to have a more 
serious and thoughtful outlook than their equally afflicted 
predecessors a generation ago. “We thought we did pretty 
well when we came back from France or Flanders or Gallipoli 
and found our way around in a new world of darkness, but 
we have been surprised at the speed with which the new St. 
Dunstaners are learning to be blind. ... They do not shuffle 
along with a tapping stick like the proverbial blind man of 
ancient times, but walk erect and fearlessly and try to look and 
behave as normally as possible.” He adds that recovery of 
sight is impossible for many, but recovery from blindness is 
the rule. They learn to “see” their way about by touch, 
hearing, and smell, and by the sense of location and obstacle 
which soon develops. St. Dunstan's, in consultation with the 
Dominions and with the Viceroy of India, is planning for the 
care of Dominion and Indian blinced men, and in South 
Africa a nucleus of a training centre has been created for men 
of the Forces evacuated from the Middle East. 


SCOTLAND 
Post-war Hospital Policy in Scotland 


Mr. James Johnston, Secretary of State for Scotland, on 
October 18 opened the Ayrshire Central County Hospital at 
Eglinton, Irvine, which, built at a cost of £400,000, is designed 
to treat in one section infectious diseases, tuberculosis, and 
venereal diseases, and in the other section maternity cases. 
Mr. Johnston ceclared that the aim of the Government in its 
plans for post-war hospital service was to ensure appropriate 
treatment for every person in need of it. The Government 
proposed to cevelop the hospital service in a kind of partner- 
ship among the various hospital authorities, and wished to see 
the greatest co-operation between voluntary hospitals and local 
government bodies. One question of special importance was 
the future of the new hospitals built for the E.M.S. and at 
present under the direct administration of the Department of 
Health. He thought that in Scotland these hospitals would 
bring to an end the shortage of hospital beds which haa existed 
for many years. In the meantime much was being done to 
teduce waiting-lists. Uncer an arrangement agreed with the 
British Hospitals Association some months ago about 1,300 
patients from the waiting-lists of voluntary hospitals had been 
treated in emergency hospital becs. Plans were being worked 
out, and for many parts of Scotland would be ready within the 
next few days, for the treatment of patients on waiting-lists 
who were suffering from gynaecological and ear, nose, and 
throat conditions. Mr. Johnston also referred to nurses’ 
salaries, a question uncer consiceration by the Committee of 
Inquiry into Scottish Nursing, of which Lord Craigmyle was 
chairman. Even before the committee reported the Govern- 
ment had promised an interim grant to pay higher salaries. It 
was hoped that this committee of inquiry would be the pre- 
cursor of a Whitley Council for the nursing profession. 
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Polish Hospital in Edinburgh 


On October 17 Lord Rosebery opened the Paderewski Hos- 
pital in Edinburgh in the presence of General Sikorski, Prime 
Minister of Poland. The hospital has been established in a 
building with eighty beds. It has examination wards, a radio- 
graphic ‘department, and a dental clinic, all furnished with 
modern equipment ; it also has the use of the operating theatre 
in the Western General Hospital, in whose grounds it 
is situated, and two surgical wards each containing twenty 
beds. The primary purpose of the Paderewski Hospital 
is to accommodate Polish civilians, members of the families of 
officers and men of the Polish Forces, and it is staffed for the 
most part by Polish doctors and nurses. Teaching facilities 
will be available for students of the Polish Faculty of Medicine. 
Edinburgh. Prof. Jurasz, Dean of the Faculty, spoke of the 
valuable help given to the project by friends in America, and 
thanked the University and Corporation of Edinburgh, the 
Public Health Department of the city, and the Department of 
Health for Scotland for their ready co-operation. 


INDIA 
Health Conditions in Northern India 


A severe Indian famine and the measures taken to deal with it are 
described in the last report of the Punjab Public Health Depart- 
ment. An intense and prolonged famine visited the Hissar dis- 
trict, to the north-west of Delhi (population 900,000). In the 
early part of 1939 a nutritional investigation in the famine areas of 
Hissar showed that vitamin A was present in quite inadequate 
quantities in the diets of the families taken, and vitamins C and D 
were absent altogether. Arrangements were made for fresh 
vegetables to be available for distribution by relief workers, and 
all persons found with signs of A and D vitamin deficiency 
were treated with cod-liver oil. A rapid deterioration in the 
health of the district took place during the closing months of 
1939, and scurvy made its appearance. The district was then 
divided into a series of fifty health circles, each in charge of a 
medical officer, and special treatment centres were established to 
which the acutely ill were evacuated. Arrangements were also 
made for regular visiting of sick in the villages. The most specific 
preventive measure adopted to check the development of defici- 
ency disease was the introduction of germinated grain as a pro- 
phylactic and of the Indian gooseberry (amla) for the treatment 
of acute scurvy. Germinated wheat or millet was issued freely to 
the extent of one ounce twice a week to each individual, and by 
the middle of February, 1940, more than 200,000 were taking this 
protective food regularly. During the first six months of 1940 
the number of deaths was 15,504, compared with 21,337 during 
the corresponding period of 1939, and there was a marked decline 
in admissions to hospital and treatment centres. The Director of 
Public Health thinks it justifiable to conclude that, thanks to the 
specific preventive measures introduced, the major epidemic and 
deficiency diseases have been brought under control, but lesser 
degrees of malnutrition were still prevalent in the middle of 1940, 
resistance to disease in general was low, and health conditions 
extremely unstable. 


The Director of Public Health of the United Provinces has also 
issued a report for 1939. It records a great improvement in the 
cholera position. The number of deaths from cholera in that 
year was 27,732, as compared with over 70.000 the year before. 
Out of 442 towns in the Provinces, 278 were entirely free from 
cholera, and the deaths in 109 others did not exceed 10. A 
question considerably debated is that of prohibiting people who 
have not been inoculated against cholera from visiting the larger 
melas or fairs. It is pointed out that, although there is always 
some cholera in the United Provinces every year, there has almost 
always been a widespread epidemic in the years (about every 
fourth year) in which melas bringing together large gatherings 
of pilgrims have been held at Hardwar and Allahabad. The cause 
of the widespread epidemics is believed to be the importation of 
the disease from endemic areas of Bengal, Bihar, Orissa, and 
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other places. Of the other principal diseases, plague showed an 
increased mortality (21,662 deaths, as against 13,436), and the 
deaths from small-pox rose from 4,411 in 1938 to 10,205 in 1939, 
The greatest killing disease, however, is malaria, which was 
reported in epidemic form from sixteen districts, including 2,250 
villages. Vigorous malaria investigations and anti-malaria 
schemes for rural areas are being pursued. The quinine and 
cinchona distributed during the year from public sources (without 
counting private purchases from chemists) amounted to 8,843 
pounds. There is an improvement in infant mortality in the 
United Provinces, the figure being 139.45 per 1.000 births. There 
are now 317 maternity centres in the United Provinces. Excel- 
lent work is done by Red Cross workers in promoting maternity 
and child welfare. 


Correspondence 


Medical Education 


Sir,—From the interesting correspondence on medical educa- 
tion it is evident that one great problem concerns the gap which 
is said to exist between physiology and clinical medicine. The sug- 
gestion was made that teachers of physiology should use clinical 
cases to demonstrate certain facts, but Prof. R. J. S. McDowall 
(October 11, p. 524) gave reasons why this method failed. 
A better plan, in my opinion, is to bring students into hospital 
during their third year. Some years ago I began this in the 
Birmingham Medical School, and now on Saturday mornings 
these students come to hospital and are taken for part of the 
time by a physician and for part by a surgeon. The students 
appear to be keenly interested, and no doubt feel some thrill in 
at last coming into contact with patients. Patients are seen in 
their normal setting ; there is no embarrassment on either side ; 
and patients can be shown who are too ill to be moved to the 
physiology cepartment and yet are of great value in illustrating 
physiological facts. 

To give a concrete example. A woman with congestive heart 
failure was shown to a class of about forty third-year students. 
They were asked to look at the patient and telle me what they 
observed. I was told that the patient was short of breath, was 
propped up, was cyanosed, and that the legs were swollen. They 
overlooked the distended jugular veins and the fact that she 
had a cough and some sputum which was slightly blood-stained. 
Some of the students were asked to count and describe the pulse, 
pitting of the legs was produced, and the enlarged liver was 
demonstrated. Dyspnoea, the outstanding symptom, was then 
discussed. It was explained that dyspnoea was a subjective 
phenomenon, something the patient complained of, and what 
they noticed was that the breathing was hurried, rather deeper 
than usual but not forcible, and that the breathlessness was 
increased when the patient lay down or exerted herself. What 
is the cause of physiological dyspnoea? That led to a discussion 
of basal metabolism, the effect of exercise and of anoxaemia, 
and so to pathological dyspnoea, the kinds of anoxaemia, the 
reduction of vital capacity, the cause of cyanosis, and the appli- 
cation of this knowledge to explain why this particular patient 
was short of breath. Why were the legs swollen? How much 
fluid must. be exuded before oedema is apparent? How does 
oedema in this. case differ from that in a renal case? How is 
venous pressure estimated? What signs does the patient show 
of increased venous pressure? Why is the pressure raised in 
this patient? Finally we arrived at the fundamental problem 
of heart failure. What is the normal output of the heart 
at rest and on exertion? What do we mean by the cardiac 
reserve? Does the heart fail because of increased work or 
weakness of the muscle? If the latter, why did this patient’s 
heart fail? 

The students were asked to think things out for themselves so 
far as possible. Intelligent answers were obtained, and they 


were pleased to show off their knowledge of such things as 
basal metabolism, the normal output of the heart, the amount 
of reduced haemoglobin necessary for cyanosis to appear, and 
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so on. It interested them to see this knowledge used to explain 
what was happening inside a patient, and it was not difficult to 
show them the value of physiological facts which had no 
vital meaning for them unti! confronted with a patient. 

The suggestion is frequently made that “ applied physiology ” 
should be taught during the clinical years. Applied physiology 
is a bastard subject. It implies that much of the physiology 
taught cannot be applied, and that therefore it is necessary to 
pick out certain things that are of practical value in clinical 
medicine. But if human physiology is taught all of it should 
be capable of being applied. There isno gap. Applied physio- 
logy is a great part of medicine and the right teacher of it is 
the physician. For example, if the physiologist teaches the 
normal regulation of the heart beat the physician will use the 
student’s knowledge of this to explain the meaning of auricular 
fibrillation, extrasystoles, or heart-block. If the student has 
been taught the normal elaboration and secretion of bile the 
physician will build upon this to elucidate pathological jaundice. 
From the moment a student begins his medical clerking his 
physiological knowledge should be tested and expanded by the 
attempt to understand the physiological dysfunctions which 
every patient shows. There should be no need for the intrusion 
of an “applied physiologist * between the physiologist and the 
physician. 

Systematic lectures on medicine, which it is now the fashion 
to decry, again afford an opportunity of bridging the gap. | 
consider that there is a place for systematic lectures, but I agree 
that they should not be compulsory. If a student cannot learn 
anything of value from them he should stay away and read his 
books instead. The function of the systematic lecture is not 
the repetition of textbook matter. It should be concerned not 
with details so much as with basic principles and major 
problems, with explaining “how” and “why.” In a clinical 
lecture a patient provides the text. His history is discussed, 
signs and symptoms are elucidated, a diagnosis is arrived at. 
a prognosis formed, and treatment outlined, but all with special 
reference to the particular patient. We study the natural history 
of disease in an individual. We are concerned more with the 


‘art of practice than with the science. There is little time to 


discuss the physiological basis of symptoms and signs. It is 
difficult to see the wood for the trees. Some systematic lectures 
are required to supplement clinical lectures and textbooks. In 
what textbook, for instance, can a student find a clear account 
of the evolution of tuberculosis in a phthisical patient? But in 
a lecture we can begin with the fundamental experiments of 
Koch and so explain the primary infection of the Ghon’s 
tubercle with its glandular response, the allergic phenomena of 
the secondary stage, the possible spread to other organs, the 
development of immunity, the appearance of the tuberculin 
reaction, and so on, to the reinfection and production of the 
localized adult type of lesion. However thoroughly a case of 
phthisis is studied in a clinical lecture understanding will not 
be complete without a knowledge of these basic principles and 
of the aetiological factors seen from a broad humanistic 
standpoint. 

The study of textbooks would be greatly improved by re- 
arranging museums. Museums should illustrate diseases and 
not be collections of isolated organs. A student reading about 
subacute infective endocarditis should be able to take his book 
to a section of the museum where he would find displayed 
a typical heart, fleabitten kidneys, infarcted spleen, cerebral 
embolism ; typical temperature charts ; coloured photographs of 
patients with a café-au-lait complexion, purpuric rash, and 
Osler’s nodes ; charts showing age and sex incidence, the fre- 
quency of rheumatic and congenital lesions, and so on. How 
much better than reading at home, or in a museum where hearts 
are segregated in one corner and kidneys in another.—I am, etc., 
W. H. Wynn. 


Birmingham, October 16. 


Students and the Curriculum 


Sir,—Discussion has recently appeared in your columns con- 
cerning the plans of the British Medical Student Association 
to produce a memorandum on teaching and curriculum for the 
Medical Planning Commission. A few words about the progress 
so far mace would, therefore, appear of value. 

In the first place, it is obviously desirable that such a 
memorandum should be based on as widely representative dis- 


cussion as possible. Most of our efforts, therefore, have been 
directed towards publicizing B.M.S.A. among the rank and file 
of medical students. This is of primary importance, because 
if the memorandum is to be of maximum value every possible 
opinion must be ventilated and as many contributions as pos- 
sible be made to the general fund. In particular, the co- 
operation of the great London schools is essential to success. 
The methods of publicity so far adopted have taken the form 
of articles in the medical press and student journals. In the 
near future we are planning the publication of a pamphlet, of 
which we hope to sell at least 2,000 copies. This will include 
material dealing with B.M.S.A., its history and plans, together 
with schemes for the organization of discussion on the 
memorandum. 

We realize that it would be a mistake to attempt to “rush ” 
the production of this memorandum. Such a project, to be 
worth while, must be a closely reasoned and detailed docu- 
ment. We consider that probably a year will be required before 
the final draft is completed. 

B.M.S.A. has asked each school to appoint a representative 
who will deal with B.M.S.A. material and arrange meetings, 
debates, and discussions around the various points of the 
memorandum. Detailed results will be forwarded to the secre- 
taries and correlated under the following section headings: 
(1) General problems affecting teaching and curriculum ; (2) The 
first year ; (3) The second and third years ; (4) The final years. 
One or two preliminary reports are already to hand, and several 
schools, particularly in London, are actively co-operating. 

B.M.S.A. is fortunate in having for its honorary president 
Prof. J. A. Ryle, while our vice-presidents include Mr. H. S. 
Souttar, F.R.C.S., Prof. Hugh Cairns, F.R.C.S., Sir John Boyd 
Orr, F.R.S., Sir John Stopford, F.R.S., Prof. Wood Jones, 
F.R.S., and Dr. J. Trueta. This indicates that leaders in various 
branches of our profession view with sympathy the attempts 
of students to formulate their ideals and ideas with regard to 
medicine and are prepared to assist. One of the main points of 
B.M.S.A.’s policy has been to encourage a closer co-operation 
between teachers and students, not only in purely academic 
affairs but in the practical everyday matters of hospital and 
university life. Such schemes operate with benefit in several 
medical schools. Provided co-operation is organized in a busi- 
nesslike manner, with definite allocation of responsibility, this 
cannot fail to be of permanent value both to students and to 
teachers. We hope that teachers will contribute, from their 
knowledge and experience, to the students’ discussion around 
the memorandum, and we appeal to students to enlist such 
support wherever possible. 

B.M.S.A. is beginning to play an important part in medical 
student life. Medical students are realizing their duties to 
society, and we believe that their aspirations and plans can be 
most effectively fulfilled through the development of their own 
organization.—I am, etc., 

J: Le TAYtor,; 


University Union, Manchester, Chairman, British Medical — 
Oct: 23. Student Association. 


Voluntary Hospitals 


Sir,-In reply to the comments on my letter in the Journal 
of September 27 (p. 456) it is difficult to understand how anyone 
of Dr. Goodhart’s experience (October 18, p. 558) is unable 
to reconcile the apparently opposed statements made by Dr. 
Kenneth Watson and myself. I would rather believe that Dr. 
Goodhart is as aware as I am that no profound analysis is 
necessary to show that the statements are in sympathy with one 
another. I have no dcubt that Dr. Watson (September 20, 
p. 419) refers to the omnipresent administerial hand, which is 
avoided by the medical officer so far as possible by the correct 
and proper filling in of forms, by punctual attendance to per- 
functory duties, and by not demanding anything which might 
change established routine—be it for progress or not. Despite 
this, the medical superintendent regards all his medical officers 
as his clinical assistants. On the other hand, as I have already 
pointed out, skilled supervision of the medical officer’s work is 
frequently inadequate. I need not mention again the detri- 
mental effects of this state of affairs. 

Dr. G. Osborne (October 18, p. 558) deplores that I did not 
mention the essentials regarding this matter of ‘ atmosphere.” 
I admit my letter was in no way comprehensive ; and if he 


} 
an | 
1 the ; 
1939, | 
was | 
2.250 | 
laria | 
and 
hout 
3843 | 
the 
here | 
xcel- 
— | | 
uca- 
hich 
sug- | 
tical | 
wall | 
led. 
ital 
the 
ings 
the 
l in 
in 
de; 
the 
fing | 
art | 
nts. 
vas 
ney { 
she 
ed. 
lse, 
vas | 
1en | 
ive 
hat 
per 
vas | 
nat 
on | 
ia, 
the 
yli- | 
| | 
ich | 
eS 
is | 
yw | 
in 
art 
ac | 
or 
t’s 
so 
ey i 
as 
aid | 
i} 


630 Nov. 1, 1941 


CORRESPONDENCE BRITISH 


MEDICAL JOURNAL 


refers to the fundamental reason for the lack of atmosphere 
in the municipal hospital I agree that I did not trace it to its 
source, but rather dealt with its effects. I might mention that 
even with the help of some colleagues, the best will in the 
world, and at the expense of some mental indigestion I was 
quite unable to disentangle a meaning from Dr. Osborne’s 
second sentence—possibly a key one in his argument. 

The main object of my letter was to point out that the 
absence of “ atmosphere ” in the municipal hospital is just one 
of the many unsatisfactory results of wrong arrangement of 
responsibility among medical personnel. By wrong arrange- 
ment I refer to the intervention of the medical superintendent 
in the system of responsibilities. I stressed the greater benefit 
for the patient, the junior medical man serving his apprentice- 
ship, and the hospital itself of having adequately qualified 
specialists entirely responsible for their “firms” or depart- 
ments. Recently I saw it said in the lay press that disciplined 
freedom is a condition of the highest life: the air it must 
breathe if it is to live at all, and equally the only atmosphere 
in which a nobler state of society can possibly arise. This is 
not irrelevant to my theme, for it is only in this atmosphere 
that the various departments of a large hospital can thrive. 
It is, in fact, the atmosphere which Sir Frederick Menzies has 
asked us to define, and that which the municipal hospital lacks. 

The essential eause of its absence or the factor which inhibits 
its development in a municipal hospital, which Dr. Osborne 
seems to regret that I had omitted mention of, is the position 
of the medical superintendent in the scheme. But here there 
must be pause for thought. It is manifestly unfair to heap 
criticism on medical superintendents, whose fault is chiefly 
their position in the system, a position which expects of them 
more knowledge than they can possibly possess and gives them 
more power than they can fairly wield. 

The erection of magnificent buildings, justly symbolizing pro- 
gress in the lay and administrative mind, increasing the efficiency 
of the unit but little unless the essential reorganization and 
development of the medical and technical staff is complementary 
—and proceeds apace. It must be remembered that the medical 
superintendents have been the key men in the truly remarkable 
evolution of many of these hospitals—a change which now 
makes possible their comparison with the voluntary hospitals. 
But it is now apparent, and most clearly so in those hospitals 
which have reached the highest stage of their development, that 
the medical superintendent with his verbotens in every depart- 
ment has ceased to be an impetus and has become an incubus 
on further essential progress. 

It is therefore important that criticism should be dispassionate 
and come from those who sincerely hope to see the large 
municipal hospitals progress still further to reach the same 
standards as the voluntary hospitals. I believe that the muni- 
cipal hospitals can never throw off the last link that joins them 
with the Poor Law institutions of the past and enjoy the same 
status as the voluntary hospitals until the powers of the superin- 
tendent are modified so that he becomes a lay administrator 
only, occupying a similar position to that of the house governor 
in voluntary hospitals. Such reorganization is, of course, im- 
possible until the various departments are in the hands of men 
qualified to be entirely responsible for them. Incidentally, the 
position of the administrative chair as the unwelcome goal of 
the medical officer would then be taken by professional positions 
at the head of the clinical departments. 

Such a change in the character of municipal hospitals would 
promote co-operation between the two hospital systems ; it is 
clear that this condition is vitally necessary for the organization 
of a comprehensive post-war service which may have to meet 
the needs of the great majority of the population. If a system 
of reorganization comes into being, the smaller hospitals are 
bound to be most favourably influenced.—I am, etc., 


Oct. 20. D. LANG STEVENSON. 


The Mental Defective in the Army 


Sir,—My article in the Journal of August 9 (p. 187) has given 
rise to much correspondence addressed to the Press or to 
myself. It may be useful to summarize the criticisms and the 
replies. : 

The recommendation that a mental age of 10 years was a 
critical level below which soldiers should be recommended for 


discharge has met with the objection that it is too high. 1 now 
reaffirm the point I made originally—that in this war increased 
mechanization and speed make it most difficult for the higher- 
grade mental defective to become an efficient soldier. He 
cannot understand the mechanics, use, and maintenance of the 
complicated instruments of modern warfare, and cannot be 
relied upon to act on his own initiative as a modern soldier is 
rightly expected to do. On the other hand he is a useful 
labourer when under the orders of a tolerant yet firm N.C.O. 
For this reason I still insist that no man with a mental age 
under 12 is likely to make a really successful and reliable 
modern soldier. Moreover, this figure has to be raised in the 
case of certain highly technical units which require a higher 
standard of performance and therefore men with a higher 
mental age. 

Dr. J. J. Mason points out (October 4, p. 490) that in his 
observation mental defectives remain calm during air raids, 
but. it is important to note that he is referring to institution 
cases. My observation of cases under similar conditions agree 
with his. Their calmness is to be compared with that of many 
London children whose parents were able to arouse in them 
some feelings of conficence in spite of the bombing. How 
different is the plight of a defective, harassed by the enemy 
and trying to attack a post under orders he barely understands, 
or to make his way back to Dunkirk, knowing rightly that his 
safety depends upon his wits and that these fall seriously short 
of those of his comrades and of the enemy. A man in such a 
state is ripe for a mental breakdown. There can be no real 
comparison between mental defectives under bombardment in 
institutions and those on active service, for the reason that 
active service is not a protective environment. 

Since my article was written “B sections” of pioneers have 
been established, and I have been invited to inspect some. 
“B sections ” consist almost entirely of mental defectives trans- 
ferred from combatant units because of military inefficiency. 
The men are doing excellent work of simple labouring type 
and are happy. Those to whom I spoke were previously un- 
happy because their inefficiency got them into constant friction 
with their officers. These “B sections” are able to use men 
of much lower mental grade than the labour corps which are 
to be partially militarized. They can employ stable men whose 
mental age is as low as 8 years. The retention in the Forces 
of men as simple as this depends, to my mind, entirely on 
the provision the Army makes for them. As a parallel, it is 
not difficult to see that men incapacitated by deafness or parti- 
ally crippled could be used in the Army provided suitable 
occupations and environment for them were found. The same 
principle applies in the case of mental defectives. 

Letters to your Journal have been mainly critical, and from 
school medical officers or medical officers of local mental 
deficiency authorities rather than from officers of the R.A.M.C. 
or psychiatric colleagues who wrote to me personally. Most of 
these personal letters endorsed the view I expressed. It is 
fortunate that notice is now being taken of an urgent problem 
which is closely linked with the efficiency of the Army and 
the happiness of its men. 

Perhaps the most profitable consideration at the present time 
should be not the estimation of “ critical mental ages ” as such 
but the relation between the types of work which men are 
called upon to co and the minimum mental age of those who 
can perform the duties efficiently —I am, etc., 


Sheffield, Oct. 22. F. J. S. EsuHer. 


Exposure to Tetryl and T.N.T. 


Sir,—As an old-timer from the ranks of those who fought in 
the battle against T.N.T. poisoning in the last war (and who 
fondly hoped they had won) I have read with deep interest the 
illuminating article on “Clinical Manifestations of Tetryl and 
Trinitrotoluene” by Dr. J. Hilton and Dr. C. N. Swanston 
(October 11, p. 509). Unfortunately I read it in bed and it 
played havoc with my night’s repose. Are we really going 
through, all over again, the pathetic tale of T.N.T. symptoms, 
sicknesses, deaths, post-mortems? It would seem incredible, 
had we not constantly before our eyes that other pathetic tale 
of all we had learnt and all we have forgotten. Truly we 
British have a genius for forgetting. 
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I have no desire to write at length on the subject. I merely 
wish to state that what we know as “T.N.T. poisoning” is a 
preventable disease, and to ask if there is no one-who will take 
up the cudgels to see that it is prevented. Why should we have 
yellow-stained or cyanosed workers travelling in the trains and 
scaring their neighbours? Why should we have what Drs. 
Hilton and Swanston describe as “ the irritating effect of the 
crystals on the nasal mucous membrane ” or “ the small amount 
of dust present in the atmosphere of all shops”? Why should 
we have “dermatitis,” ‘“ cyanosis,” ‘‘ toxic gastritis,” ‘“* toxic 
jaundice,” “aplastic anaemia’? Why should we have deaths? 
These things can and should be prevented. They were eventu- 
ally prevented in at least one factory, for which I can speak, 
in the last war. All the details and methods of prevention 
were compiled, at the request of the Ministry of Munitions, at 
the end of the war—and are now probably to be found only in 
the Imperial War Museum. 

The one imperative necessity is whole-hearted co-operation 
of the management of the factory with the medical officers in 
charge. A good deal of expense and some inconvenience are 
involved, as is the ever-present threat of diminished output. 
But the harvest reaped in absence of illness and deaths, in hap- 
piness and easy recruitment of workers, and in surely and 
speedily soaring output is the rich reward of the doctors, the 
management, the overseers, the workers, and the welfare staff 
—of all who make up the courageous and inspiring “ corps ” 
which, when war is past and gone, we still affectionately call 
The Factory.”—I am, etc.. 


Glasgow, Oct. 14. ELIZABETH FRASER BUTLER. 


Sir,—I was interested in the views of Drs. J. Hilton and 
C. N. Swanston (October 11, p. 509) on the subiect of the 
toxicity of tetryl and trinitroto'uene. My experience showed 
that C.E. (tetryl) was a common cause of facial dermatitis 
lasting four or five days. Permanent removal of workers from 
C.E. was rarely necessary. T.N.T., on the other hand, less 
commonly caused skin troubles, but those cases seen were often 
severe and sometimes resulted in a chronic exfoliative 
generalized dermatitis. 

I was surprised to hear of toxic jaundice and aplastic anaemia 
reappear-ng in ordnance factories. I never saw either of these 
complications in two years at an arsenal. 

In order to try and minimize the incidence of these cases 
I suggest that copies of an article by Dr. A. L. Leigh Silver, 
entitled “ The Treatment and Prevention of Industrial Diseases 
in Filling Factories,” be made available to all medical officers 
employed in factories handling explosives. The article in 
question appeared in the Journal of the R.A.M.C. dated August, 
1938.—I am, etc., 


Welling, Kent, Oct. 18. H. G. Howrnrt. 


Treatment of Scabies 


Sir,—In view of the prevalence of this disease at the present 
time and the very heavy pressure on all hospital beds it is 
obviously essential to obtain the speediest possible cure. I was 
therefore surprised to read Dr. J. B. Marshall’s letter (October 
18, p. 561) stating that the average duration of stay in hospital 
for a case of scabies, uncomplicated by impetigo, should be 
four and a half weeks. 

In this town we have a county council hospital, where 343 
cases of scabies have been treated during the past eleven 
months. Proscabin (benzyl benzoate) has been used in every 
case. At least 90° of those treated have been evacuated 
persons. As they come from all over the county it is 
not possible personally to follow up every case, but it 
is a safe assumption that in almost every one the house- 
holder would sreecily proclaim a recurrence, and the patient 
would then be sent back here. In fact, there have been two 
returns, both from the same house, where it was subsequently 
discovered that the householder herself had scabies and had 
not been treated. The average stay in hospital of the uncom- 
plicated cases has been about five days. Those complicated 
by impetigo seldom remain more than ten days.—I am, etc., 


Marlborough, Oct. 19. TIMOTHY MAURICE. 


Sir,—Dr. P. B. Mumford (October 4, p. 492) comments on 
the various treatments for scabies which continue to appear 


and on the questionable evidence upon which successes are 
sometimes claimed. 

There seems little doubt that ordinary sulphur ointment 
(10% for adults, 5% for children) is still the most reliable 
remedy, provided it is correctly used over a limited period. 
Dr. A. M. H. Gray (February 8, p. 211) says: “ Inefficient 
treatment may convert an active into a latent case, one in 
which the symptoms are relieved but the disease is not cured 
and remains infectious. It would therefore seem advisable to 
employ methods of proved efficacy rather than those in which 
it has not yet beeh possible to control the results experi- 
mentally.” Many cases, however, are still being either under- 
or over-treated, with equally unsatisfactory results. Much of 
this haphazard and ineffective treatment could be avoided if 
patients clearly understood what they had to do. Verbal in- 
struction is so often useless; it is much better to give’ the 
patient some kind of printed leaflet, such as skin out-patient 
departments use. On this the importance of simultaneous treat- 
ment of contacts can also be emphasized. The following is an 
example: 

SCABIES 

1. On the first night of treatment scrub the whole body 
thoroughly with soap, hot water, and nail brush (preferably 
soft soap). 

2. Dry yourself and then rub the ointment well into the 
skin everywhere except the face and scalp. 

3. Rub more ointment all over, as before, each morning 
and evening for the next three days, without removing the old 
ointment. Do not take a bath during this time, and use 
the same underclothes, night clothes, and ‘sheets. 

4. On the fourth morning take a hot bath and wash off 
the ointment. Put on clean underclothes. 

5. All washable clothes used before and during the treat- 
ment should be boiled, or preferably disinfected, together with 
blankets and day clothing, at the nearest cleansing centre. 

6. Do not expect all itching to stop immediately after the 
treatment. If it persists for more than one week, do not 
treat yourself again but return for further advice. 

7. Watch all members of your family or household for 
any itching or spots on the skin and bring anyone so affected 


for examination. This is most important. 
am, etc., 
London, W.1, Oct. 19. E. W. PROSSER THOMAS. 


Sulphonamides in Cerebrospinal Meningitis 


Sir,—Referring to Dr. T. P. Edwards’s modest protest 
(October 25, p. 595), I gladly offer my apology for failing to 
realize and to indicate clearly that Dr. Edwards was personally 
responsible for the treatment of all the Wrexham cases of 
cerebrospinal meningitis which reacted so well to sulphonamice 
therapy. These excellent results convince me more than ever 
that in this disease the patient owes quite as much to the skill 
and unremitting effort of the doctor in charge as to the chemo- 
therapeutic potency of the drug employed.—I am, etc., 

London, W.1. N. MurTcu. 

Testing Night Vision 


Sir,—In the Journal of September 6 (p. 347) there appeared 
an article on testing night vision by Mr. N. Bishop Harman 
in which the author claimed that “the extended trial of the 
disk-spotting test shows that it can be of use in testing large 
numbers of people with comparative ease and with exactness.” 
While appreciating the value of this latest contribution on an 
important subject, we feel that one or two observations are 
necessary. 

The test described by Mr. Bishop Harman is of the 
“threshold” type, and therefore the subject should be fully or 
almost fully dark-adapted. Yet after stepping from the brilliant 
sunshine fifteen minutes was regarded as ample time for re- 
covery and the tests were started. Since, however, twenty 
patients at a time were brought into the dark room, presumably 
it was only the first patient who was tested at a fifteen-minutes 
recovery time, the remainder having successively longer recovery 
times as each waited his turn. The greatest errors will have 
occurred with the first few patients of each batch tested (par- 
ticularly on the days when there was brilliant sunshine), since 
there is no question, of course, that the eye is never fully 
adapted after fifteen minutes. 
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Regarding the ingenious use of a standard candle, we under- 
stand, however, that this may under varying conditions of 
draught, temperature, and humidity give rise to considerable 
errors in illurhination. 

If we may suggest it, the test should be described as a valuable 
rapid test for approximately testing night vision, but any con- 
clusions arrived at on the assumption that the test is exact 
should be treated with some reserve.—I am, etc., 

Research Department, E. W. Goppina. 

The Crookes Laboratories, N.W.10, Oct. 13. 

*.” We have referred this letter to Mr. Bishop Harman, 
whose reply follows.—-Ep., B.M.J. 


Sir,—-The points that arise in the letter of Mr. E. W. Godding 
regarding testing night vision are of interest and must certainly 
be considered. If I may say so, I think that it is inevitable 
that Mr. Godding, from the closeness of his work with the 
production of the precious vitamins, would think of this night- 
vision problem almost exclusively in terms of health. He will 
naturally suspect those with poor night vision to be deficient in 
healthy vitamins. But it is ciear from the character of the 700 
subjects put through my test, and whose records are charted, 
that all of them were as well equipped with every vitamin that 
human beings could be. The 200 children belonged to a first- 
class school in a most delightful part of the country. They 
were as fine and lively a lot of boys and girls as could be 
found. Indeed, their liveliness made a long-timed testing in 
the dark tiring to an elder. The Canadian soldiers were as 
stalwart and well-fed a group of men as could be collected any- 
where. The “elders” were all well-to-do residents of the dis- 
trict. All the subjects, therefore, were without doubt in first- 
class health. The tests prove that night vision may vary as 
much as colour vision. The variations are in the natural make- 
up of the subject. Indeed, I have some evidence that defective 
night vision may be hereditary in a few cases. 

The fifteen-minutes-time adaptation to the dark is questioned 
since the subjects came into the dark in groups, so some got 
more time than others. My tests were carried on through many 
days. Each day I checked the reaction with my own eyes, and 
since I am over a long way in the “eldér” group and wear 
glasses, that was a severe check. I could always get my full 
range of 5 metres in five minutes, even when I came into the 
dark from the sunshine. In my experience fifteen minutes is 
ample time. Further, subjects who responded badly to the test 
were put back at the end of the waiting line of candidates to 
try if a longer time gave them better vision. That is shown 
in my paper regarding the school boys, who wanted to do 
better than they had done, but who after half an hour in the 
dark showed no change in their reaction. 

The standard candle test was chosen because it is the most 
“standard.” No electric light can be so certain in the exact- 
ness of its measure.- We ophthalmic surgeons know that in the 
use of our convenient electric ophthalmoscopes. The candle 
box is so arranged that the conditions of draught and tempera- 
ture (when, as is inevitable, the test is done in enclosed premises) 
are as uniform as can be. So far as humidity is concerned, I 
cannot think that this would affect the candle light unless the 
damp amounted to a mist or a fog, and I cannot think that any 
eye man would attempt such a test in a fog. 

This disk-spotting test was arrived at after some other 
methods of testing night vision had been tried. That is stated 
in my first paper of April 26. These preliminary tests were 
made with medical colleagues, whose criticisms were helpful. 
In my opinion these experiences justify the conclusion “ that 
the disk-spotting test can be of use in testing large numbers 
of people with comparative ease and with exactness.” Perhaps 
I should have written, “and with as much exactness as any test 
of human reactions can be.”’—TI am, etc., 


Edenbridge, Kent, Oct. 17. N. BisHop HARMAN. 


The Increase of Tuberculosis 


Sir,—There are now many records of increased incidence and 
death rate from tuberculosis and many theories as to why this 
increase has come upon us. May I remind you of the turning 
out from our sanatoria of a great many tuberculous persons at 
the beginning of the war to make room for the casualties which 
were then expected to occur—an expectation which, fortunately, 


did not arise—and of a prediction which I made in your Journal 
of September 16, 1939 (p. 621). Perhaps you will allow me to 
quote from my letter the words of a famous surgeon: “ Every 
tuberculous person turned forth is like a bomb thrown among 
the public.” I spoke of “the unwitting power of spreading the 
infection to those about them” by the tuberculous, “a power 
much more evident in crowded and unaccustomed conditions 
than in the familiar state of pre-war society.” Is it necessary 
to postulate anything else?—-I am, etc., 

Cheam, Surrey. Oct. 21. S. LYLE CUMMINS. 


Diagnosis of Early Venereal Disease 


Sir,—In view of the importance of the subject at the present 
the following remarks may not be out of place. 

It is a continual source of astonishment to me to find that 
the last twenty-four years have seen very little change in the 
attitude of the medical profession generally towards early 
syphilis. The importance of diagnosing syphilis microscopically 
before the Wassermann reaction is positive is not realized. 
At the risk of hearing the remark from the more knowledgeable, 
“Elementary, my dear Watson,” may I say that genital sores 
in either sex should have a saline dressing applied, and the 
patients should then be referred to the nearest V.D. clinic or 
V.D. specialist for “ dark-ground ” examination of the exudate. 

I think it is time someone protested against the practice of 
first dosing patients with sulphonamides and then referring 
them to V.D. clinics for diagnosis. The condition is thus dis- 
guised effectually both from a clinical and from a bacteriological 
point of view. Particularly in females, chronic gonorrhoea is 
difficult enough to diagnose without anyone throwing a spanner 
into the works, so to speak.—I am, etc., 


Sunderland, Oct. 20. NoEL F. ROWSTRON. 


Treatment of Haemorrhagic Disease of the Newborn 


Sir,—The article by Dr. A. I. S. Macpherson and the letter 
by Dr. John J. Robb on the treatment of haemorrhagic 
disease of the newborn (September 27, p. 433, and Octo- 
ber 11, p. 526) are of interest to every practitioner, because 
this is an emergency which anyone may meet with, and 
“something must be done at once” if only to pacify 
the parents of the infant. You were kind enough to 
publish two notes on this subject (Journal, December 22, 1923, 
p. 1218}—one from me—when its treatment by injections of 
paternal whole blood was being discussed in your columns, and 
since then it has been my fortune to treat seventeen cases (with 
one death)e all in general practice. 

At first I used 8 c.cm. of paternal whole blood with 2 c.cm. 
of warm saline injected into the infant’s buttock, and repeated 
this in twelve or twenty-four hours. Later five cases received 
the two blood injections plus 2 c.cm. of haemoplastin, and the 
next three were given one injection of blood and two of haemo- 
plastin. Five years ago I was called at 1 a.m. to a four-day-old 
infant which had passed blood by the bowel sufficient to soak 
its clothing and mattress, and appeared to be about to die. 
The father was a bus driver and could not be found, the 
mother had fainted, and the only help was a neighbour. More 
with the idea of “ doing something” than with much hope of 
saving life, I injected 2 c.cm. of colloidal calcium with ostelin 
(Glaxo), which happened to be in my bag, and 3 minims of 
adrenaline. Half an hour later the child was still alive, and the 
injections were repeated. No more haemorrhage occurred, but 
an injection of this calcium preparation was given daily for a 
week, and the child is perfectly well to-day. Since then I 
have met with seven cases, all of which have been treated with 
the same preparation. All have survived; the last case hap- 
pened as recently as four weeks ago. 

The only case in the series which ended fatally was treated 
with maternal whole blood and haemoplastin, and there seems 
to be accord that the mother’s blood is less effective than the 
father’s in the treatment of this condition. 

Vitamin K deficiency may be the explanation of why some 
infants bleed and others do not. It may also be the explanation 
of why some women fall easier victims to infection at confine- 
ment, and why maternal blood is of less value than the father’s 
in controlling the alarming condition of haemorrhage in the 
newborn.—I am. etc., 

F. J. Kitt. 


Stockport, Oct. 17. 
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Tenosynovitis of the Tendo Achillis 


Sik,—1I was interested to read Captain A. A. Williams's report 
of tenosynovitis of the tendo Achillis (September 13, p. 377). 
The assumption that it is caused by repeated minor traumata 
bears out my own observations. 

At one time a group of some fifty men of a unit in my charge 
lived in a village about three miles from the general parade 
ground, the road in between being one long hill of varying 
gradients. Among these men tenosynovitis was a_ veritable 
scourge, as many as eight men being off duty at one time, 
while among the rest of the unit it was rare. 

I think the explanation of this incidence lies in the fact that 
coming in to parade in the morning the men were usually 
hurrying, and consequently taking a long pace. 
hill this caused increased plantar flexion and an accentuation of 
the wrinkles at the back of their boots. These wrinkles coming 
at every step pressed on the tendo Achillis, giving repeated minor 
traumata. I have also found these cases frequently occur after 
short speed marches in which a long pace is taken, while they 
are rare after a route march of thirty miles. 

I agree with the treatment, particularly the wearing of civilian 
shoes, but I would like to bring the following point to notice. 
This condition is recurrent, so I have the men put 2 oz. of 
castor-oil in each boot when they return to duty, taking care it 
gets well round the heel, and they wear the same sticky oily 
socks for three days. This makes an Army boot as soft as 
cloth-topped affairs of yester-years, and the condition seldom 
recurs.—I am. etc.. 

J. E. SYMONDSON, 


Oct:. 20: Captain, R.A.M.C. 


Tiirk Cells, Plasma Cells, and Premonocytes 


Sin,—In 1898 Tiirk described his “irritation or stimulation 
form” as a non-granular mononuclear cell, found up to 4% 
in pathological blood usually containing a few myelocytes: 
it had a round eccentric nucleus and ample cytoplasm staining 
dull brown with triple stain, and the smallest was little larger 
than a lymphocyte. Ehrlich and others accepted it as a definite 
addition to the leucocytes. In -1901 Wei! described as “ plasma 
cell” an oval non-granular mononuclear leucocyte whose cyto- 
plasm stained deeply with thionine. But Pappenheim showed 
that in this and other staining reactions it was indistinguishable 
from the Tiirk cell. 

In 1899 Ranvier described branched cells with oval nuclei in 
the connective tissues. Mobile and phagocytic, in his opinion 
they were modified leucocytes and he named them “ clasmato- 
cytes.” Marchand confirmed their presence, particularly in the 
adventitia of vessels, and contending that they were of tissue 
origin (histioid) named them “ adventitial cells.” By intravitam 
staining Goldmann showed that they readily take up pyrrhol 
blue. so that adventitial cells are sessile phagocytes. They take 
no part in forming connective-tissue fibrils, but under pathologi- 
cal conditions become rounded and free and resemble mono- 
cytes. Thus monocvtes, unlike neutrophils, are present nor- 
mally in the tissue spaces and are abundant in,the sheaths of 
blood vessels, whence they wander to any neighbouring focus 
of disturbance. Again, by supravital staining with neutral red 
and Janus green it has been shown that continuous formation 
of monocytes is proceeding in the superficial lymph nodes of 
the rabbit with premonocytes, and monoblasts as intermediates 
between them and adventitial cells (Forkner, Claude E., J. 
exp. Med., 1930, 52, 279). I reported premonocytes in films 
from two cases of glandular fever—suggesting that, under patho- 
logical conditions, formation of monocytes may occur as in the 
rabbit (British Medical Journal, 1931, 2, 825). 

Finally Maximow introduced the term “ polyblast ” for cells 
of mononuclear type, which often abound in inflammatory con- 
ditions of the tissues. He considered that they are derived partly 
from blood lymphocytes and partly from adventitial cells, and 
that plasma cells are merely a variety of polyblast characteristic 
of non-suppurative inflammatory cell infiltration. Thus poly- 
blasts are normal inhabitants of the tissue spaces and, owing to 
irritation, have been mobilized at certain centres where many 
undergo plasmoid change. Some of the latter, entering the 
blood stream, become rounded or oval with nuclei less eccentric 
and more efficient than when loafing in the tissues. Yet traces 


of the wheel nucleus of a tissue plasma cell still remain in 


Coming down 


some of the smaller Tiirk cells, and foamy cytoplasm or 
perinuclear halo is common enough in the larger to suggest 
their origin. 

In films from a healthy man I found two Tiirk cells Jn 
counting 2,500 leucocytes.. Thus, though rare, they are present 
in normal blood ; but in any ordinary count more than a single 
cell is pathological. Most acute febrile diseases show 1 to 2", 
in a few days, and it was doubtless in such cases that Tiirk 
discovered the cell. Measles and rubella show a remarkably 
high percentage, owing partly to leucopenia, on the third or 
fourth day of the rash—often reaching 5% in the former and 
10%, in the latter. Incidentally, this excludes scarlet fever, 
indicating measles when Tiirk cells are not over 5% and rubella 
when not under 8%. Clearly the film shows twice as many 
young recruits in rubella, suggesting that greater disturbance 
of the skin in measles is less productive than greater hyper- 
plasia of superficial lymph nodes in rubella. 

There are also plasmoid pathological cells, but these are not 
true plasma cells (polyblasts), and, though they may enter the 
blood, never are Tiirk cells.—-I am, etc., 


london, Oct. 14. ROBERT Craik, M.D. 


Food Advice for the Waiting Out-patient 


Sir,—The part which doctors and nurses play in aiding the 
national food policy is at present small because nutrition is a 
matter on which they are seldom consulted by their patients 
except in cases of illness, and then it is more often the special 
diet than the general aspect that arises. In spite of the efforts 
of the Ministry of Food that are everywhere apparent and 
applauded, enlightenment on the best food to buy within the 
restricted choice available and the most beneficial methods of 
cooking it are limited, because the Ministry lacks the means 
of reaching the housewife by personal contact. A great oppor- 
tunity to overcome this difficulty exists in the out-patient 
departments of hospitals and in the maternity and child welfare 
clinics throughout the country, where hundreds of thousands 
of women congregate daily. The initiative to exploit this 
opportunity should come from those responsible for the hos- 
pitals and clinics. 

At the Soho Hospital for Women we are attempting to give 
advice on food and cooking to a minute fraction of this large 
group of the population. We have been enabled and encouraged 
to make the experiment by the good offices of Dr. B. S. Platt of 
the staff of the Medical Research Council and by the co-opera- 
tion of the London County Council, who have been so good as 
to give us the services of one of their expert advisers on 
domestic economy and cooking. This lady comes to the out- 
patient department once a week, and having made a typical 
housewife’s daily food purchases on the way demonstrates their 
uses and abuses. This is not done in a formal lecture, which 
would prolong the out-patients’ wait and discourage them, but 
in talks to a few patients at a time before or after they have 
been seen by me. The demonstrations are proving popular, 
and the patients and their friends have expressed their gratitude 
for the service. The secretary of the hospital will be very 
pleased to show the scheme in working to anyone who is in- 
terested and will communicate with him.—TI am, etc., 


W.C. W. NIXon. 


London, W.1, Oct. 25. 


Medical Students and Help for Russia 


Sir,--It was with feelings of grave disquiet that many old 
students of University College Hospital must have seen in the 
Press that the students of the hospital had communicated with 
the Prime Minister with the object of influencing the decision 
as to the type of assistance to be given to our great ally. 
Russia. This is comparable to the demands, often made by 
the relatives of a sick person, that “something must be done ” 
-——a demand which, in the interests of the patient, has to be 
resisted until the appropriate time for action arrives. 

It is hard to believe that the spirit of Wilfred Trotter should 
so soon have ceased to influence the students of his own hos- 
pital. I suggest that they, and indeed all medical students. 
should—as part of their education—read and re-read his papers. 
These have recently been published in book form.—I am, etc., 


Nottingham. Oct. 13. S. ALAN S. MALKIN. 
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PROFESSOR O. FOERSTER 


Otfrid Foerster, whose death at the age of 68 has recently 
been announced, was one of the foremost neurologists of 
the age. He had all the attributes of a great clinical 
teacher. He was a shrewd diagnostician with a singularly 
retentive memory for cases ; he had a vast knowledge of the 
neurological literature of all countries ; he wrote well and 
lectured brilliantly; and he lived for neurology. His 
voluminous writings range through the whole neurological 
field, but through them all he is seen as the perpetual student 
of the structure and function of the neuromuscular appar- 
atus of man, and it is for his contributions in this field that 
he will be Jongest remembered. 


Foerster was brought up in Breslau, where his father was 
a professor of classics. After graduation he spent two years 
abroad, mostly with Dejerine, but also with Frenkel-Heiden in 
Switzerland, from whom he acquired a lasting interest in the 
physical therapy of disorders of movement. When he returned 
to Bres!au he was put in charge of the neuro-anatomical labora- 
tory by Wernicke, and became director of the neurological clinic 
at the municipal hospital. About 1907 he introduced the 
operation of posterior root section for tabetic pains and spastic 
states. He began to operate, first in collaboration with his 
surgical colleagues Tietze and Kiittner, and then alone. His 
subsequent achievements in the operation of chordotomy and in 
removing intramedullary tumours of the spinal cord stamp him 
as a careful and successful operator, but he always remained a 
rather ungainly craftsman. To one so fragile as he increasingly 
became the long neurological operations must have been a 
severe physical ordeal. But his fiery spirit drove him onwards 
towards his main objective, which was a systematic study of the 
effects of stimulation and excision of different parts of the 
nervous system. He had an immense capacity for work, 
habituating himself to three or four hours’ sleep a night. 

In the 1914-18 war he was consulting neurologist to the Sixth 
Army Corps at Breslau, where he collected peripheral nerve and 
spinal cord injuries. This work formed the basis of two impor- 
tant monographs, the one on some 4.000 personal cases of 
peripheral nerve injury, the other on 395 cases of war injury 
of the spinal cord. After the war there was an interlude when 
he was persuaded to spend a year in Russia looking after Lenin 
in his last illness. 

In 1917 he had become full professor of neurology at Breslau, 
and in 1921 he had a department in the Wenzel-Hancke Kran- 
kenhaus, to which later was added, with the aid of the Rocke- 
feller Foundation, an Institute of Neurology. He continued his 
peripheral nerve and spinal cord work, and also introduced 
and developed the surgical treatment of post-traumatic epilepsy. 
Between 1927 and 1937, amidst the manifold activities of a 
leading neurologist, he produced at least six monographs of 
first-class importance, including those on the pathways of pain, 
on the motor and sensory fields of the cortex, and on voluntary 
muscles and their disorders. In this last work, published in 
1937 in the Handbuch der Neurologie, which he edited with 
Bumke, he revealed himself as probably the greatest living 
authority on the action of muscles. This was knowledge which 
he had gathered from stimulation of muscles and nerves during 
many operations on peripheral nerve lesions, and from system- 
atic clinical analysis of the disorders of movement that followed 
paralysis of the different muscles. He was strongly influenced 
by the writings of Hughlings Jackson and Sherrington, and 
clinical neurology was for him the means of applying to man 
the doctrines and research of these two men whom he deeply 
revered. 

Am:dst many academic honours the greatest, he told a German 
colleague, was the Hughlings Jackson Medal of the Royal 
Society of Medicine, presented to him at the International Con- 
gress in London in 1935. For his Schorstein lecture at the 
London Hospital, as a tribute to the work of Henry Head he 
reported his observations on the dermatomeres in man. He had 
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a passionate veneration for learning, and his last years were 
saddened by the disappearance of scholarship from Germany. 
He had a wide circle of friends in many countries, and 
especially in the United States, where on one occasion he acted 
as surgeon-in-chief at the Peter Bent Brigham Hospital for his 
friend Harvey Cushing. His pupils include Ludwig Guttmann, 
Altenburger, Gagel, and Penfield ; there would have been more 
of them if he had had laboratory facilities in earlier years, for 
he was a great stimulator of young men. There are many who 
will remember with pleasure and regret their visits to his clinic 
at Breslau, and the convivial evenings—his one relaxation— 
when Foerster enriched their lives from his great store of 


knowledge. 


H. C. 


Foerster’s death will be regretted by his many English friends. 
He spoke English fluently, and in recent years delivered the 
Schorstein memorial lecture at the London Hospital and the 
Hughlings Jackson lecture. It is of interest just now to recall 
that he attended Lenin in his last illness, and had the highest 
opinion of the Bolshevist leader’s intellectual and administrative 
ability. Foerster performed the necropsy and removed the 
brain. Lenin died of cerebral arteriosclerosis, which Foerster 
believed was in part the result of an injury to his internal 
carotid artery in an assassination attempt. At the end of his 
life Lenin was having fifteen to twenty Jacksonian attacks 
daily, but continued to work at his desk. 

At first, as a physician, Foerster had to be content with 
Nature’s experiments, but surgery offered him wider scope, 
for an operation could often be planned so as to ask a physio- 
logical question and evoke an answer. This was the basis of 
his contribution to knowledge of cortical function and of the 
sensory pathways. . 

Foerster’s slight and stooping figure gave, at least during his 
later years, an impression of frailty ; but his voice and vigour 
of speech expressed his toughness and tenacity. His mind was 
inductive, searching, and analytical, and he was untiring in the 
pursuit of truth, which led him in the end to lonely places. 


W. R. B. 


DAVID ORR, M.D. 


The news of the death of Dr. David Orr came as a shock to 
his many friends. He had just returned from a holiday, and 
was apparently in perfect health, when, on the evening of 
October 8, he dropped dead at his home in Grange Road, 
Edinburgh. 


David Crr was born in 1872 and educated at George Watson’s 
College, Edinburgh. He qualified in 1894 after a distinguished 
career, taking the degrees of M.B., C.M. at Edinburgh Univer- 
sity, and M.D. in 1902, with special conmendation for his thesis. 
After qualifying he studied diseases of the eye at Moorfields Hos- 
pital, London, and for a time was clinical ass'stant in the ophthal- 
mic wards at the Edinburgh Royal Infirmary. Postgraduate work 
followed at Heidelberg and Vienna, and on returning to Scotland 
he worked for some time with the late Sir Thomas Clouston 


at Morningside, then as assistant medical officer at Melrose’ 


Asylum, and later as assistant pathologist to the laboratory of 
the Scott’sh asylums. In 1898 he was appointed A.M.O. and 
patholog:st to the Prestwich Asylum, Manchester, being pro- 
moted deputy superintendent in 1911 and medical superintendent 
in January, 1924. Unfortunately his health broke down the 
following year, and he retired in November, 1925. Since then he 
had lived in Edinburgh, but resumed research work in the 
laboratory of the Royal College of Physicians in that city. 


Orr was an indefatigable research worker, and during his 
time as pathologist to Prestwich Asylum he published in Brain, 
the Journal of Mental Science, and the Review of Neurology 
and Psychiatry numerous papers recording the results of his 
work in his own laboratory and in Prof. Lorrain Smith's depart- 
ment of pathology at Owens College, Manchester. Many of 
these papers were written in collaboration with the late Dr. 
R. G. Rows, and among others with Drs. T. P. Cowen and 
J. Stephenson. Much of this work dealt with the pathology of 
acute insanity, the influence of toxins on the central nervous 
system, and the paths of infection through the lymph stream in 
the spinal cord. This work was of fundamental importance, 
and remains as a valuable contribution to neuropathology. He 


( 
( 


| 
| 
4 
| 
| 
| 


riends, 
ed the 
id the 
recall 
\ighest 
trative 
the 
yerster 
iternal 
of his 
ttacks 


with 
scope, 
hysio- 
sis of 
of the 


ng his 
vigour 
d was 
in the 


B. 


ck to 
, and 
ng of 
toad, 


tson’s 
ished 
niver- 
hesis. 
Hos- 
nthal- 
work 
tland 
uston 
*lrose: 
ry of 
. and 
pro- 
ndent 
1 the 
en he 
1 the 


g his 
srain, 
ology 
f his 
part- 
of 
Dr. 

and 
gy of 
"Vous 
im in 


ance, 
He 


Nov. 1, 1941 


OBITUARY Barris: 635 


MEDICAL JOURNAL 


was thoroughly conversant with the literature of his subject in 
German, French, and Italian, and paid several visits to the 
Continental clinics and laboratories. In 1909 he published with 
Dr. Rews a translation from the Italian of Lugaro’s important 
work Modern Problems in Psychiatry. 

None of those who were privileged to work with him will 
ever forget his vivid personality and that buoyant enthusiasm and 
optimism which he shed round him. He was one of those who 
bear about with them “ the infection of a good courage,” and so 
can “meet all life’s ills and accidents with gallant and high- 
hearted happiness.” His main interests outside his work were 
golf and music. He sang well and had a fund of good stories, 
and an evening in his hospitable home was something that lived 
in the memory of his host of friends. He is survived by his 
widow and two daughters, with whom deep sympathy is felt 
in their sudden bereavement. 

W. S. 


R. M. S. writes: 


David Orr was not only an enthusiastic research worker, but 
was an excellent teacher who could not fail to exercise a great 
influence on his junior colleagues. His contributions to neuro- 
pathology were initiated in Ford Robertson’s laboratory, where 
he introduced several improvements in methods of staining 
nerve tissue. In 1902 he presented for his M.D. a thesis on 
the pathology of acute insanity. This was largely concerned 
with the morphological changes in nerve cells and fibres and 
was published in Brain. But with the passage of years much 
less importance is now attached to chromatolytic changes in 
diseases of the nervous system, and Orr will chiefly be remem- 
bered for his experimental work on lymphogenous infection of 
the nervous system, much of which was undertaken in col- 
laboration with the late R. G. Rows. In these studies proof 
was furnished of the passage to the posterior columns of the 
spinal cord of toxins from local jesions of peripheral nerves, 
and these observations on animals were followed by a study of 
the spinal cord in neurosyphilis and particularly in tabes 
dorsalis. As an outcome of this work, Orr and Rows were led 
to the conclusion that the early tabetic process was induced 
not, as Obersteiner and Redlich had claimed, by mechanical 
pressure of local meningeal overgrowths at the point where the 
posterior root nerve fibres penetrate the pia mater, but by the 


_ syphilitic toxin circulating in the lymph channels among the 


roots. Though to-day the teaching of Richter and Hechs 
largely holds the field, the possibility of the passage along peri- 
neural lymphatics of the treponema or of its toxins has never 
been seriously challenged. Orr’s pupils will keep in grateful 
memory his buoyant enthusiasm, his wide erudition, and the 
outstanding and pioneer part he played in psychiatric research. 


H. EDMUND G. BOYLE, F.R.C:S. 


The passing on of H. E. G. Boyle, at the age of 66, at the 
end of a long and particularly distressing illness, must have 
come almost as a relief to his numerous friends, however 
much they will deplore the loss of his genial and stimulating 
personality. 


Born and educated in Barbados, he came to St. Bartholomew's 
for his medical training, and although during his career he 
served a number of other institutions for varying periods, such 
work was always more or less incidental, and it was Bart’s that 
was throughout the chief scene of his work, the centre of his 
affections. There he was early appointed one of the two resi- 
dent anaesthetists, and when after a few years thus spent the 
authorities found it necessary to increase the anaesthetic per- 
sonnel he, in company with his late colleague, W. Foster Cross. 
was promoted to the visiting staff, in which capacity he gave to 
the hospital loyal and continuous service until his quite recent 
retirement owing to ill-health. He had then been senior anaes- 
thetist to the hospital for many years, and was at once elected 
on to the consulting staff. 

It was during the period of his most active work that great 
advances began to be made in the science and practice of 
anaesthesia, which had for many years been in a somewhat 
static condition. In these changes Boyle certainly took a very 


prominent part. Always more interested in the practical rather 
than the purely scientific side of his speciality, he was quick to 
see how each new advance could best be put to practical service, 
and the actual improvements that were made during this period 
in administrative technique were probably due more to hfm 
than to any other single individual. His work in this direction 
was largely stimulated by the visit he made to the United States 
and Canada to investigate and evaluate the newer methods that 
were coming to the front across the Atlantic. There he travelled 
widely and made close personal contacts with all the leading 
anaesthetists—men like Gwathmey, McKesson, McMechan, and 
Wesley Bourne, to mention only a few. He came back still 
further strengthened in his advocacy of the gas-oxygen and 
gas-oxygen-ether combinations which he had aways recom- 
mended. The present writer well remembers helping him to 
unpack the first Gwathmey gas-and-oxygen apparatus that came 
to this country and his enthusiasm over every detail. He soon 
himself devised numerous alterations and improvements, and so 
resulted the Boyle’s gas-oxygen (ether) apparatus, the name of 
which is a household word in operating theatres. Not content, 
however, in establishing the potentialities of gas-oxygen (ether) 
anaesthetics in general surgery, he set himself to elaborate suit- 
able techniques for its use in special surgery, such as that of 
the ear, nose, and throat, thoracic operations, and midwifery. 
Another branch of anaesthesia in which he was, if not a pro- 
tagonist, at any rate one of the earliest and most successful 
workers, was that of endotracheal anaesthesia. 


In addition to holding staff appointments in various other 
general and special hospitals Boyle, during the last war, held a 
commission as Captain in the R.A.M.C.(T.), and for his ser- 
vices to the Army was awarded the O.B.E. in 1920. As a Fellow 
of the Royal Society of Medicine he was an active and by no 
means silent member of the Section of Anaesthetics, the presi- 
dency of which he held in 1923. He was a member of the 
Editorial Board of the British Journal of Anaesthesia from its 
foundation and also an original member of the Association of 
Anaesthetists of Great Britain and Ireland. When, largely at 
the instance of the latter body, the Conjoint Board established 
the Diploma of Anaesthesia he was one of the earliest to be 
granted that diploma, and was one of the first pair of examiners 
appointed to concuct the examinations. In 1935, under the 
special regulations, he was elected a Fellow of the Royal College 
of Surgeons without examination. 


A very important part of his many years’ service to St. 
Bartholomew’s was that of lecturer and teacher of anaesthetics 
in the Medical College. He was a good and stimulating lec- 
turer, but he himself attached far more importance to the 
practical instruction he gave to his clerks. His book, Practical 
Anaesthetics, was much appreciated by students, and the third 
edition, with which his colleague. C. Langton Hewer, was asso- 
ciated, is still current. But quite apart from anaesthetics, Boyle 
was intensely interested in any and all of the activities of his hos- 
pital. As a student he was president of the Abernethian Society, 
and he always followed closely the activities and fortunes of 
the various athletic clubs, especially those of the Rugby Un‘on. 
As a senior member of the staff he was for a period president 
of the Students’ Union. He married in 1910 Mildred Ethel, 
daughter of Mr. J. W. Widdy and widow of Mr. Leslie Greene, 
F.R.I.B.A., who survives him. Much more could be written 
about the numerous activities of “Cocky ” Boyle, both at work 
and at play ; but to the writer, who had the privilege of being 
particularly closely associated with him in the anaesthetic 
service of St. Bartholomew’s Hospital for many years, the 
strongest memory that will remain is that of a truly genial 


and loyal colleague. 


Dr. CHARLES EpwarpD Tuomas, of Conwys Eifed, South 
Wales, died on September 12, at the early age of 28, after a 
long and painful illness. He was a student of St. Mary’s Hos- 
pital, London, and, graduating M.B., B.S.Lond. in 1937, held 
an appointment as medical officer at the Royal Devonshire 
Hospital, Buxton. He left Buxton in August, 1938, and re- 
turned to St. Mary’s as a patient, afterwards being moved to 
Harefield, where he died. Dr. Thomas joined the British Medi- 
cal Association immediately after qualification. 
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Medical Notes in Parliament 


THE NATION’S HEALTH AND MEDICAL 
SERVICES 


In the House of Commons, on October 21, Dr. Howitt 
initiated a debate on the health of the civil population. He said 
that the health of the people had been extraordinarily good, 
and the fears entertained at the beginning of the war had not 
materialized. Still, we must hold on firmly to all the prepara- 
tions which had been made to deal with the possibility of 
epidemics. At the beginning of the war a great mistake was 
made in evacuating so many cases of tuberculosis from the 
sanatoria back to their homes. Steps had already been taken 
to get these people back to sanatoria, but there was a danger 
in the contacts in the homes to which they had returned. All 
persons who had come into contact with such infectious cases 
should be carefully examined. 

With regard to the health of the people after the war, it was 
of the utmost importance to plan and think now. The Minister 
of Health’s statement on October 9 on the hospital policy of 
the Government after the war would become a historical land- 
mark in the foundation of a great medical service in this 
country. The secret of success in the hospital service would be 
to get a proper partnership between all workers, municipal and 
voluntary, so that they could share and pool all that was best. 
They wanted to have a service in which it was possible for 
everybody to have quick attention, the patient going to the 
general practitioner and the general practitioner being able to 
obtain special help locally. They were going to have the finest 
health service this country and the world had ever known, but 
only if workers were willing to sink their differences and work 
together heartily to that end. He hoped that after the war there 
would be a great increase in the number of nursery schools. 


Mr. MESSER said that the voluntary hospitals ought to 
be replanned, but rather more comprehensively than was 
outlined in the Minister of Health’s speech. Why was it, 
he asked, that the municipal hospitals were left out of any 
office in the E.M.S., and that at the héad of each sector 
a representative of the voluntary hospitals was appointed ? 
Voluntary hospitals in the modern world were an anachronism. 
The doctors and staffs of the voluntary hospitals had done a 
great work in the past, but it was in the past. The time had 
come when what was done by indiscriminate charity should be 
done by the community for the community. Why did the 
Minister say that special arrangements would be made to finance 
the teaching hospitals ? Not a word was said about the possi- 
bility of the municipal hospitals becoming teaching hospitals. 


VOLUNTARY VERSUS STATE HOSPITALS 


Sir FRANCES FREMANTLE said that to sweep away the volun- 
tary hospitals and bring them entirely into a State service was 
not the way in which we had developed in this country, and 
was not the way in which sound development would take place. 
Old traditions were the roots from~which the State services 
sprang and would develop. In the hospitals a wonderful ser- 
vice had been developed, with extraordinary inequalities and 
deficiencies, but with extraordinarily good results. There were 
undoubtedly many voluntary hospitals which had outworn 
their day and managements also. That was why co-operation 
between the State service and the voluntary service was so use- 
ful. He believed that, while the voluntary system was valuable, 
they must have some kind of interference by the State in the 
management of the voluntary hospitals. That, he took it, was 
one of the matters to be considered in the survey to be made 
by the Minister of Health. 

He hoped that after the war, instead of the big hospitals 
rebuilding in London, they would keep only casualty and recep- 
tion stations and one or two special departments that were 
necessary, and an administrative office, and would shift the 
patients out to the country. He would like to see the hospitals, 
whether voluntary or municipal, become collective centres of 
all the services required for health. The medical officer of 
health should have his offices there. Small clinics ought not 


to be scattered about; they should be in parts of the same 


building. The hospital ought to be the centre of research, of 
private practice, and of preventive medicine. 

Dr. EpitH SUMMERSKILL said they were told that the volun- 
tary hospitals had always been-supported by charity, and that 
there was something ennobling and fine in this. She saw 
nothing ennobling in the way voluntary hospitals were financed 
to-day. These hospitals, because they had insufficient funds, 
were economizing at the expense of their patients. Was there 
anything fine in asking sometimes as many as 100 seriously sick 
people to sit in an out-patient department waiting their turn 
for attention ? Was there anything fine in asking men and 
women who were seriously ill to wait for five or six weeks, or 
even two months, before they could be admitted to voluntary 
hospitals ? This outworn system must be replaced by a State- 
aided system. 

An ideal health service must be so arranged that the workers 
in it were given not only adequate pay but limited hours, and, 
in this particular field, an opportunity for postgraduate study. 
She hoped that the time would come when no general practi- 
tioner without a higher surgical qualification was allowed to 
operate in some of our small cottage and voluntary hospitals. 
Many people had no opportunity of availing themselves of 
any insurance scheme for medical service. The people among 
whom there was an increase in tuberculosis were chiefly those 
who would wait perhaps weeks or months before seeking advice, 
because they were unable to avail themselves of the health 
services. The Minister should remember, in planning, that we 
should never reduce diseases unless everybody was given the 
opportunity of going to a doctor irrespective of income. She 
would like to see not only the voluntary hospitals taken over 
by the State but the profit motive eliminated from the treatment 
of disease, and all persons in the country have an opportunity 
of availing themselves of State medical services. 


SUGGESTIONS FOR THE GOVERNMENT INQUIRY 


Captain ELLISTON said that the Minister’s promise of a com- 
prehensive hospital system providing every form of medical 
and surgical treatment for every person in need of it in every 
part of the country represented an outstanding advance in the 
development of the health services. This question of hospitals 
was so urgent that it could no longer be postponed. There 
would have to be an inquiry as to the best size of hospital units. 
We wanted advice regarding the transfer of bombed hospitals 
from noisy, crowded areas to more suitable sites. There was 
also the question of increased provision of private wards for 
paying patients. The survey committee would have to consider 
the relative incidence of conditions requiring treatment in various 
population units. The survey must be conducted by persons with 
open minds and wide experience, and with no axes to grind 
for any vested interests or established systems. 

No doubt those responsible for the survey would recognize 
all the good that there was in the voluntary system, but if the 
municipal hospitals were given a fair chance they could take 
their place side by side with the voluntary institutions, and 
medical men of distinction would be proud to be associated with 
them. They should be entitled to a fair share of clinical 
material, and should not be regarded as mere homes for 
chronics or incurables. When the waiting lists in the voluntary 
hospitals had been abolished, the municipal hospitals would be 
in a position to contribute a greater share to the teaching of 
medicine, and should be great places for refresher courses. 
where general medical practitioners could keep in touch with 
the latest developments in medicine in a way they had never yet 
had an opportunity of doing. : 


CO-OPERATION INSTEAD OF POLITICS 


Prof. A. V. HILL said he deprecated hostility between the 
voluntary and State hospitals or between the upholders of the 
two systems. He dissented from Dr. Summerskill’s undue 
depreciation of the working of the voluntary system. Drastic 
changes were necessary and new measures required, but it was 
a-pity not to recognize the great good that existed in the present 
arrangements and the great achievements of medicine and the 
public health services in the past. The inherent humanity of 
the hospital system must be preserved, and they must try to get 
the good they cou'd from the existing systems and graft on to 
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it the good in other systems. It was essential, if good results 
were to be obtained, that individual parties in the compromise 
— not play politics, but should work together for the public 
good. 

It was clear that there must be a universal medical service 
at some time, both for preventive work and for the treatment of 
individuals. Many of them were convinced that it should be 
based on the family, and the experiment which had been made 
at the Peckham Health Centre was one they would like to see 
developed. Many younger medical people were very socially 
minded, and he was very much inclined to let them develop 
in their own way. If they let things develop there was every 
chance of obtaining the kind of medical arrangement that many 
of them looked forward to. He could not believe that a State 
service was necessarily inefficient. He deprecated any attempt 
to lay down beforehand how far they should go in any direc- 
tion. As an experimental scientist, he said that the important 
thing in medicine was to experiment. Let them take the 
systems, let them develop side by side, find out what was good, 
find out what was‘bad and discard it, and in that way progress 
by evolution. The Minister’s proposal for strengthening the 
hospital system was a step in the direction of gradual develop- 
ment which they all welcomed, but they would have to go a 
good deal further. ‘ 

Dr. HADEN GUEST drew attention to an article in the British 
Medical Journal for September 27 by Dr. Laidlaw and 
Dr. Macfarlane, analysing the incidence of pulmonary tuber- 
culosis in Glasgow. Their conclusion was that the cause of the 
increase in the cases of tuberculosis was a combination of long 
hours, overtime, strain, and ill-spent leisure. That was not 
what one would have expected in the ordinary way to cause 
the increase in tuberculosis, which was a poverty disease and 
depended on malnutrition. He thought this was occurring all 
over the country where industrial conditions prevailed. We 
were not using our great public health organizations at. present 
to avoid an increase in that kind of disease. Medical officers 
of health could be switched over in wartime to the supervision, 
control, and direction of all the conditions of life of the people 
employed in industry. The functions of medical officers in the 
Army were to keep the Army fighting fit. Those functions were 
carried out by supervising all the details of life, ranging from 
clothing, billets, and camping accommodation to hours of work 
and sleep and to morale. Supervision of the hygiene and 
welfare of factory workers had not yet been placed on a satis- 
factory footing. The total number of medical officers engaged 
in the supervision of men engaged on production was insuffi- 
cient compared with the number in any of the Forces. 

Referring to the medical organization after the war, 
Dr. Haden Guest said that at present the greatest epidemic 
of typhus fever ever known-in European history was raging 
in Spain. There was typhus fever in Russia, and there were 
epidemics of malaria and other illnesses in other parts of the 
world. At the end of the war we should have the greatest 
world public health problem to face that we had ever known. 
It was more urgent than the precise relations between voluntary 
and municipal hospitals that we should have an organization 
capable of dealing with this problem. 


Government Reply 


Mr. ERNEST BROWN said that in a few weeks’ time he hoped 
to have a shortened report which would incorporate such avail- 
able statistics over the whole field as would give a fair and 
reasonable guide to the trend of public health, because it was 
vital that they should have an understanding, not merely of the 
things they had to do now, but of the things they would have 
to do in the future. The health of the nation, considering the 
extraordinary changes in population and the abnormal life 
people led in the periods of raids, had been surprisingly good. 
It was bad, psychologically, to be always taiking of epidemics, 
except in so far as that discussion might lead to preventive 
action.. They wanted to make as widespread as possible the 
services which made for the health of the nation and to spread 
more widely than ever a simple, elementary knowledge of the 
things to be done in the home and elsewhere which helped to 
keep people fighting fit. A great deal had been and was being 
done in that field, and he paid tribute to the admirable work 


done, in liaison with the Ministry of Health and other bodies, 


by the Central Council for Health Education. A series of 
pamphlets which had been produced dealt with very difficult 
problems, and included one on scabies and impetigo. That 
had given him and every medical officer of health in every area 
concerned not only furiously to think but furiously to act. In 
reception areas they were having to provide scores of new 
sick bays so that that particular ailment might be dealt with 
properly and effectively. They would have, however, to go 
nearer to the root of the matter, and a little later on he hoped 
to make an Order, under a Regulation which had now come 
into force, which would give the medical officer of health more 
power in regard to inspection. 


SOME VITAL STATISTICS 


On the general position as regards health, the Minister said 
that the general death rate in 1940 was 14.3, including air-raid 
deaths of civilians. That figure was not comparable with those 
of recent years, because deaths of non-civilians had been 
excluded since the outbreak of war. The figure for 1939 was 
12.1. The 1939 figures relating to diseases in England and 
Wales must be taken with a little caution, because in the great 
movements of population notification had probably been a 
little s!ower than previously. The infantile mortality rate was 
56 per 1,000 births in 1940, 6 per 1,000 above the low record 
of 1939, but lower than the rate for any year before 1938. The 
maternal mortality rate per 1,000 declined to a new low record 
of 2.61, compared with 2.82 in 1939. No doubt a great deal 
of that had to do with the wartime maternity hostels set up in 
the reception areas. In the wartime maternity homes alone 
nearly 30,000 babies had been born in this period of the war. 

The condition of public health generally remained satisfac- 
tory. In the early part of 1940 there was an appreciable 
increase in cerebrospinal fever and a recurrence to a less 
marked extent in the early part of this year. The incidence fell 
from 1,380 in February to 420 in September, and the mortality 
rate of this disease had been reduced in the last few years to 
one-third of the previous figure. Measles, which had been preva- 
lent in the past eighteen months, had almost completely dis- 
appeared at present, the figure of new cases for September being 
2,768, against 29,804 in September of last year and 62,737 cases 
at the peak in February of this year. Scarlet fever and diph- 
theria had never been high, and the incidence was less than in 
the corresponding months of last year, and approximately the 
same as in 1939. 


TUBERCULOSIS : POSITION EXAMINED 


With regard to tuberculosis, the experience in England and 
Wales had happily not been quite the same as in Glasgow. In 
1913 the death rate from pulmonary tuberculosis per million 
was 958; in 1918, 1,165; while in 1939 it had been reduced 
to 476. The figures for the first quarter of this year would 
show that there had been a reduction of 7% over the whole 
field compared with the first quarter of 1940. He hoped to 
have these figures out within a fortnight, and those for the 
second quarter as soon after as might be. In 1913 the rate 
for young females between 15 and 25 was 1,020, and by 1918 
that had gone up to 1,580. Owing to the increase of services 
and the attention given, it was down in 1939 to 762. Members 
had called attention to the 1940 figures compared with the 1930 
figures, rising to 881 in that group per million. The first quarter 
of 1941 showed a slight decline of about 4% in that group. 
Those figures illustrated the progressive improvement in general 
social measures as well as in particular health services, and 
especially in housing, between the wars. He regarded housing 
as a vital health service and the foundation of the health 
services, 

Directly he had seen these figures, he instituted an inquiry 
by his own people, with the Medical Research Council, and 
asked for an interim report on the causes of the rise. He 
hoped to get that interim report as quickly as might be. He 
could not agree too much with what had been said about 
hours of strain. All who followed the interesting series of 
reports on industrial fatigue in wartime, instituted in 1917, had 
long ago come to the conclusion that they could not, over any 
long period, equate production with hours. The ideal was to 
have such a state of strength and health and skill that they 
got the maximum production in the normal working day. With 
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regard to the tuberculosis services, it was necessary to make 
the preparations they did for the casualties that had not yet 
occurred. In doing so they had had to limit somewhat the 
number of beds. He had that matter under attention, and 
beds had been released, but they were up against the problem 
not only of beds but of nurses, and they were giving urgent 
attention to that. He was aware of the shortage of domestic 
staff which existed, not merely in regard to tuberculosis, but 
in all the hospitals. He was sure that the authorities respon- 
sible for carrying out in this vital field the duty imposed on 
them by Parliament would not merely continue but would 
intensify their efforts to deal with contacts. 

With regard to his recent statement, it was true, as Mr. Messer 
had said, that in the E.M.S. the London Sector Officer was 
from a voluntary hospital. In fairness to those who devised 
this organization, it must be added that each officer had two 
deputies, one for the voluntary hospitals in the Sector and 
one for the municipal hospitals. In each Sector also there 
was a voluntary and a municipal lay sector officer, and a volun- 
tary and a municipal matron. This duality was also in force 
at headquarters. At the Ministry of Health, under the Director 
of the E.M.S. concerned with the London Region, there was a 
deputy drawn from the municipal side and one from the volun- 
tary side. 

Peop!e who would like to abolish voluntary hospitals had 
expressed their views in the debate that day. On the other 
hand, there had been a gratifying indication that the House 
understood that they could have confidence in the democratic 
representatives who would come into the discussions and make 
these schemes after a survey. He had deliberately used the 
word “partnership” to describe the intended relationship 
between the voluntary and municipal hospitals. So far as he 
and his administration were concerned, they would take the 
guidance of Sir Francis Fremantle and other members who 
had spoken, and would not cease to look for opportunities 
in war to find an additional service which might continue when 
the war was won and they could carry on the great improve- 
ments that were in progress when it began. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


At a Congregation held on October 17 the following medical 
and surgical degrees were conferred: 
M.B., B.Cutr.—J. S. Johnstone, D. E. Marmion, D. S. Cadman, 


J. M. Stansfeld, Rees Jenkins, I. G. Wickes, R. C. Southern, O. L. 
Scarborough. 


M.B.—J. R. Griffith, W. S. Nutt. 


‘5 UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


The following candidates have satisfied the examiners at the 
examinations indicated : 


M.B., se —Hygiene : M. S. Berkovitz, T. W. Brokovski, J. E. 
C-ane; J. D. P. David, Sadie my Davies, Megan B. Evans, "E. H. 
Horton, H. J. Houghton, Humphreys, Dorothy M. Hyde, 

T. James, A. E. Jones, E R ‘Jones, J. H. Joseph, Gwyneth M. 
Lewis, *W. C. D. Lovett, Flora Macaulay, B. F. Martin, T. F. 
McCarthy, *D. McCracken, Tessie Phillips. Annie M. Rees, *R. D. 
Richards, Dorothy Roberts, D. Shiers, A 
H. G. Williams, S. E. Williams. 


D.P.H.—Part II: D. T. Thomas. 
* With distinction. 


K. Toufeeq, D. G. Tutton, 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Lectures 

The Moynihan Lecture on “ The Ileo-gastric Syndrome” will 
be celivered by Mr. L. R. Braithwaite before the Royal College 
of Surgeons of England at the Royal Society of Medicine (1, 
Wimpole Street, W.) on Tuesday, November 4, at 2.30 p.m. 

Dr. W. E. Gye, F.R.S., will deliver two Imperial Cancer 
Research Fund lectures before the Royal College of Surgeons 
of England at the Royal Society of Medicine on Thursdays, 


November 6 and 13, at 3.30 p.m. The subject of his first 
lecture is “Cancer of the Breast’ and the second “ Filterable 
Tumours.” 

On Wednesday, November 26, at 2.30 p.m., Dr. A. P. 
Cawadias will deliver the Thomas Vicary Lecture on “ Herm- 
aphroditism ” before the Royal College of Surgeons of England 
at the Royal Society of Medicine. 

The lectures are open to medical practitioners and advanced 
students, as well as to Fellows and Members of the College. 


Prophit Research Studentship 


A candidate will shortly be nominated by the Council of the 
Royal College of Surgeons of England for a Prophit Student- 
ship in Cancer Research. The studentship will not exceed the 
annual value of £500, with an allowance not exceeding £200 for 
expenses of travelling, and will be for one year in the first 
instance, but renewable at the discretion of the special trustees 
on the nomination of the Council of the College. Students may 
be male or female. Applications, giving a statement of the 
proposed research and accompanied by a recommendation from 
a member of the staff of the applicant’s medical school or 
university, should be sent to the Secretary, Royal College of 
Surgeons of England, Lincoln’s Inn Fields, W.C.2, before 
November 22. 


The Services 


ARMY AWARD 


The M.C. has been awarded to Lieut. Kenneth Cameron Powys 

Thomson, E.A.A.M.C. (attached King’s African Rifles), in 

_—* of gallant and distinguished services in the Middle 
st. 


CASUALTIES IN THE MEDICAL SERVICES 


RoyaL ARMY MEDICAL Corps 


The death was announced in October in the Middle East of 
Major ROLAND NEVILLE-JoNEs. He was educated at the Uni- 
versity of Birmingham, where he graduated M.B., Ch.B. in 1934. 
He took the M.R.C.S., L.R.C.P. in the same year and the D.A. 
of the English Colleges in 1936. After holding hospital posts 
at Birmingham, including those of junior medical officer at 
St. Chad’s Hospital, senior resident anaesthetist and house- 
physician at Queen’s Hospital, and house-surgeon at the General 
Hospital, he settled in practice at Purley, Surrey, in 1936. He 
entered the R.A.M.C. as lieutenant early last year. He leaves a 
widow. 
Prisoners of War 


Temporary Maior John Malcolm Fosbreoke. 
Lieut. Richard Maurice Solomon. - 


Missing at Sea 
Captain Ernest John Frank Hinde. 


AIR Force 


Acting Squadron Leader JaMES RUSSELL MCWHIRTER, who 
was killed in a motor accident on August 31 while serving in 
the Canal Zone, was born on December 5, 1909. He received 
his medical education at Queen’s University, Belfast, graduating 
M.B., B.Ch., B.A.O. in 1934. After holding house appoint- 
rrents at the Royal Infirmary, Bristol, St. Luke’s Hospital, 
Chelsea, and the Archway Hospital, Highgate, he was granted 
a short-service commission in the R.A.F. on May 3, 1937, was 
promoted to flight lieutenant in 1938, and recently to acting 
squadron leader. For two years he served at various flying 
training schools and qualified as a pilot in 1939. Early in 1940 
he was posted to the Middle East Command and shortly after- 
wards was transferred to the Reserve on completion of initial 
—_ on the Active List and remained employed as a Reserve 

cer. 


DEATHS IN THE SERVICES 


Lieut.-Colonel HUGH ALLAN Davipson, D.S.O., R.A.M.C. 
(ret.), died in a nursing home at Aberdeen on October 12, aged 
63. He was born at Kennethmont, Aberdeenshire, on May 28. 
1878, and was educated at the University of Aberdeen, where 
he graduated M.B., Ch.B. in 1900. He took the D.P.H. three 
years later. Entering the R.A.M.C. as lieutenant in November, 
1900, he became lieutenant-colonel in 1918, and retired in 1920. 
He served throughout the war of 1914-18, was twice mentioned 
in —* and received the D.S.O. and clasp, and the Croix 

e Guerre. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended October 11. 

Figures of Principai Notifiable Diseases for the week and those for the corre- 
sponding week last year for: (a) England and Wales (London inc uded). 

) London (administrative county). (c) Scotland. (d, Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). (b) 
London (administrative county). (c) The 16 principal towns in Scotland. (d) The 
13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

dash — denotes no cases ; a blank space denotes disease not notifiable or 

no return available. 


1941 1940 (Corresponding Week) 
(a) | (b)| () [(e)] | &) | 


Cerebrospinal fever .. 110; 4 31) — Ss} 116 35 1 
aths 1 3 


1,034) 41} 300; 34) 36)1,336 37) 429) 31) 19 
34 5; 1 34, — 62) 


Dysentery 207; 11) 100 — 69 3} 71); — — 


D.sease 


mm 


Diphtheria 
Deaths 


Encephalitis lethargica, 
acute 


Enteric (typhoid and 
paratyphoid) fever 
Deaths 


Erysipelas 63 2) § 61 4 
Deaths —|— 1 


Infective enteritis or 
diarrhoea under 2 
years 

Deaths a Ae 42 3 17| 34) 15) 49 5; 12 8 


Measles 787, 41 18} 54) 239,905) 195! 381) — 


Ophthalmia neonatorum 89) 13} — | — 


an 


Paratyphoid .. 64, «4 12) — 


| 
| 


Pneumonia, influenzalt | 705) 25 3 2 
Deaths (from in- 
fluenza) .. 11} 18 4, — 7 15 — | — 1 


| 
Pneumonia, primary .. | . 184, 9 166 


Deaths 


Polio-encephalitis, acute 4 — 


Poliomyelitis, acute .. 38 3 30 
Deaths 


Puerpera! fever 
Deaths 


Puerperal pyrexia ..| 144 14) 16 — 145) 8 16 
Deaths 


Relapsing fever | 
Deaths | 


Scarlet fever... .. (1,336; 35, 258 292,019, 79251 56 54 
aths 2| | 1) — 


Typhoid 23/2 1}. 12) 14 


Whooping-cough | 1,970, 68] 23/8 1,373) 131, — 12 
Deaths 91 3 1, —! — 11 
| 


Infant mortality rate 
(per 1,000 live births) | 


Deaths (excluding still- 
births) .. |3,690' 476; 509 166) 110)5,522) 1,453 
rate 
per 1, person | 
living) 11-1; 11-0) § | 9:7) 
Live births .. 15,153, 460; 892, 304, 210} 6,033 763 872) 202 
Annua! rate per 1,000 = | 
persons living .. 18-1) 20-2) § 17°6, 20-5! 17-7 


| 
Stillbirths 207, 11; 36 31 
| 


Deaths (0-1 year) 289 53) 40, 
| 
533] 146 


127 


Rate per 1,000 total ; 
births (including | 
stillborn)... 39 


* Except for Northern Ireland, typhoid and paratyphoid are now notified 
separately. : 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

+ Includes enteric and paratyphoid for Northern Ireland. : ’ 

§ Owing to evacuation schemes and other movemenis of population birth and 
death rates for Northern Leland are no longer available. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales a decline in the number of notifications 
of whooping-cough and paratyphoid fever was recorded for the 
sixth consecutive week. The number of cases of scarlet fever, 
measles, and diphtheria increased—119, 72, and 37 in excess of 
the totals of the preceding week. The rise in the notifications 
of scarlet fever has not been shared by the South-Western 
counties, where the trend has been fairly constant, whilst for 
the other main divisions and for the whole country the inci- 
dence has been doubled during the past three months. The 
increase in the notifications of diphtheria has become fairly 
general throughout the country, with the exception of the South 
Midland and Eastern counties, where the incidence has fluc- 
tuated around a constant level.” A large rise in the number of 
cases of diphtheria occurreti in Scotland, 73 more than in the 
preceding week; the increased incidence was distributed 
throughout the western area. The notifications of scarlet fever, 
whooping-cough, and measles showed small increases in 
Scotland. 
Poliomyelitis 
With an increase of 7 cases in England and Wales, the 
number of cases of peliomyelitis reverts to the level of a fort- 
night ago. The notifications were distributed over a wide area, 
,and no county returned more than 3 cases. Multiple cases 
occurred in Lancaster (Manchester C.B. 3), Leicestershire 
(Shepshed U.D. 2), Middlesex (Ealing M.B. 2), Norfolk 
(Norwich C.B. 2), Surrey (Caterham and Warlingham U.D. 2). 
No cases were reported in Berkshire, Buckinghamshire, or 
Oxfordshire, where the recent outbreaks have been the most 
important numerically. Nine cases were reported from Scot- 
land, compared with 6 in the previous week, the multiple cases 
being in Glasgow (5) and West Lothian county (2). 


Dysentery 

In England and Wales 207 cases were notified, compared with 
108 in the preceding week. This is the biggest weekly total 
since the spring of 1938. The largest of the local outbreaks was 
in Kent, where 63 of the 64 cases were reported from Ton- 
bridge U.D. Increases were recorced in Gloucestershire, 
Somersetshire, and Lancashire, where 29, 18, and 22 cases 
were notified, compared with 17, 2, and 10 in the preceding 
week. The increases in the first two counties were due to 
Bristol C.B. (24) and Weston-super-Mare M.B. (15). In Lanca- 
shire the cases were distributed through eight administrative 
areas, the largest number of cases in these districts being that 
of Manchester C.B. (9). In Scotland notifications fell from 175 
to 100 as a result of the subsiding of the outbreak in Lanark 
county, where 27 cases were notified, compared with 103 in 
the preceding week. Glasgow (21 cases), Dundee (14 cases), 
and Edinburgh (10 cases) were the centres of the other local 
outbreaks. 

Quarterly Returns for England and Wales 

The return for the first quarter of 1941 has just been pub- 
lished by the Registrar-General. The birth rate of 14.4 per 
1,000 and the infant mortality of 75 per 1,000 live births were 
both below the average for the first quarters of recent years. 
The death rate was 17.5 per 1,000, as compared with 19.9 in 
the first quarter of 1940, but was above the average of 14.6 
per 1,000 for the five years before 1940. 


Week Ending October 18 


The number of cases of infectious diseases notified during the 
week in England and Wales included scarlet fever, 1,195 ; 
whooping-cough, 1,979; diphtheria, 1,002; measles, 783; 
cerebrospinal fever, 107; poliomyelitis, 50; dysentery, 143; 
paratyphoid, 62; and typhoid, 16. 


The national scale of salaries for chartered masseuses and 
masseurs holding appointments in hospitals, institutions, clinics, 
etc.. has recently been revised by the Council of the Chartered 
Society of Massage and Medical Gymnastics. The new scale has 
been approved by the Ministry of Health for members working 
in E.M.S. hospitals. Copies may be had from the wartime 
address of the Society: Mount Lodge, Amersham, Bucks. 
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Medical News 


A conference on historical aspects of the medical services 
will be held by the Socialist Medical Association at 12, Great 
Newport Street, W.C.2, on Sunday, November 2, beginning at 
11 a.m. Papers will be read by Mr. H. L. Beales, Dr. T. O. 
Garland, and Mr. Arnold Sorsby. 


Lieut.-Colonel Macbeth Wilson will deliver a lecture on 
~ Physical Symptoms due to Emotional Causes.” at the Weston 
Hotel, Bath, on Thursday, November 6, at 5.30 p.m. All Service 
medical officers and civilian practitioners will be welcomed. 


A meeting of the Tuberculosis Association will be held at 
26, Portland Place, W., on Saturday, November 8, with the 
following programme: 9.45 a.m., council meeting ; 10.25 a.m.. 
general meeting; 10.30 a.m., short papers by Dr. Alexander 
Capes, Dr. R. Cruickshank, Dr. R. H. Dobbs, Dr. J. Smart, 
Dr. E. T. W. Starkie, and Mr. O. S. Tubbs; 1.15 p.m., lunch 
at Welbeck Palace Hotel ; 2.30 p.m., informal meeting to discuss 
problem cases and to show interesting x-ray pictures. . 


The recently published August issue of the /rish Journal of 
Vedical Science is devoted to the reports of the Dublin Maternity 
Hospitals. 


Dr. J. W. Trevan, director of the Wellcome Physiological Re- 


search Laboratories, has been elected a director of the Wellcome . 


Foundation, Ltd. 


Dr. Francis G. Blake Sterling, professor of medicine, has 
been appointed dean of the Yale University School of Medicine. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH Mepicat JourNaL, B.M.A. 
House, Tavistock Square, W.C.1. we 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and pee oy should be addressed to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC ADDRESSES -—-EDITOR, Aitiology Westcent, London; 
SECRETARY, Westcent, London. 

B.M.A. ScoTtisH OFFICE : 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 
Congested Hands and Brittle Nails 


Dr. Cyrit G. Eastwoop, medical officer of health for Weston-super- 
Mare, writes: Dr. Frank Matthews and “ Stasis ’’ (October 18, p. 
568) have both propounded problems in your ‘‘ Queries and 
Answers * column for which an identical remedy should prove 
useful. The congestive condition of the hands and brittleness of 
the finger-nails (due to constriction of the nail-bed capillaries) are 
both features found in chronic arthritis. The injection of histamine 
will give immediate relief to both patients, and the method of use 
will be found in a paper of mine in the Journal of State Medicine, 
1935, p. 720. 


Dr. G. B. EpLeston (tuberculosis officer, Kent County Council) 
writes: In reply to Dr. Frank Matthews’s request (October 18, 
p. 568) for advice in the case of his patient suffering from thin, 
brittle nails of fingers and toes and from chilblains, conditions of 
long duration, I suggest that the patient may be afflicted with 
Boeck’s sarcoidosis, with which disease the names of Besnier and 
of Schaumann are also associated. Dr. Matthews does not say 
if his patient suffers from chilblains all the year round; but if she 
does that fact may be a strong point in the diagnosis of pseudo- 
tuberculosis. Lupus pernio is not restricted to the cold seasons, 
ulcerations never develop, and the nails frequently show dystrophic 
and atrophic changes. It would, therefore, be well worth while 
for Dr. Matthews to have his patient’s chest, hands, and feet x-rayed 
to exclude manifestations of Boeck’s sarcoids in the lungs and all 
three types of sarcoidotic lesions in the metacarpal and metatarsal 
bones. 
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Income Tax 
Board and Lodging of a Locumtenent 


C. B. D.: (1) A practitioner has shut his own house and boarded out 


the locumtenent, paying the landlady a weekly sum arranged by 
himself. Is this amount assessable on the locumtenent? (2) The 
practitioner makes an allowance of £50 per annum to the locum- 
tenent, who uses his own car. Can that be held to cover petrol 
and oil, as well as tax, insurance, wear and tear, and running 
repairs? 

*." CD) No. The fact that the board and lodging are not provided 
directly by the employer is immaterial so long as he, and not the 
locumtenent, is liable to the landlady for the weekly payments. 
(2) There is no legal bar. If the locumtenent expends (including 
the wear-and-tear allowance as if it were expenditure) more than 
£50 per annum wholly, exclusively, and necessarily in the per- 
formance of his professional duties, he can claim an allowance 
for the excess. 


LETTERS, NOTES, ETC. 


Liq. Ferri Perchlor. Fortis for Impetigo and Sycosis Barbae 
Lieut.-Colonel J. H. Smirn, I.M.S. (ret.), writes: I have read a 


number of letters recently in the Journal on the treatment of 
impetigo, and wish to suggest what I have found to be a very 
simple and effective treatment, which cures the condition in a 
matter of days. Paint liquor ferri perchlor. fortis (it must be 
fortis) on the affected parts and on an area of healthy skin 
surrounding them. There is no need to remove the crusts; it is 
quite sufficient to apply the solution liberally over them; they will 
fall off in two or three days, leaving healthy skin underneath. 
After three daily applications I usually give the patient an ounce or 
so of the ferri perchlor. and tell him to look carefully in the glass 
every morning for a week or two for any new or oozing spots, 
and to dab them as soon as they appear. This treatment is equally 
efficacious for sycosis barbae. I believe that one thorough appli- 
cation cures this condition. The patient should, in the same way 
as above, watch for a few days for new spots appearing. If those 
who are dissatisfied with the present treatments will try the above 
I feel sure they will find it a great advance on the methods recently 
recommended. I have used it since seeing it recommended in the 
British Medical Journal some years ago for diverse skin troubles, 
many of which had resisted other methods of treatment, and have 
got excellent results from its application in almost any form of 
staphylococcal infection. I am at present treating a number of 
troops suffering from these conditions, and some of the patients 
who had been under treatment for weeks (especially with ointments, 
which appear to spread the condition rather than cure it), were 
discharged in three or four days after a daily application, and 
given liq. ferri perchlor. fortis 3j to take away and apply as stated 
above. 


Humphrey Clinker and White Bread 


Mr. THOMAS GutTHrie, F.R.C.S. (Pembury, Kent), writes: In view of 


present-day efforts to encourage the use of wholemeal as opposed 
to white bread, the following passage from The Expedition of 
Humphrey Clinker is of interest. Matt. Bramble, on a visit to 
London, has many reasons for preferring life in the country; one 
of them is shown by the following quotation: ‘‘ The bread to eat in 
London is a deleterious paste, mixed up with chalk, alum, and 
bone-ashes ; insipid to the taste, and destructive to the constitution. 
The good people are not ignorant of this adulteration: but they 
prefer it to wholesome bread, because it is whiter than the meat 
of corn: thus they sacrifice their taste and their health, and the 
lives of their tender infants, to a most absurd gratification of a 
mis-judging eye: and the miller, or the baker, is obliged to poison 
them and their families, in order te live by his profession.” 
Humphrey Clinker was published early in 1771, a few months 
before Smollett’s death. 


Medical Aid for China 


Dr. Mary L. Gitcurist, honorary secretary of the China Medical 


Aid Committee, writes: In the month of July you very kindly 
published on our behalf a letter signed by Lord Horder. I think 
your readers will be interested to hear that nearly £400 was raised 
by the press appeal. 


Request for Microscopes 


“The Education Department of the Royal College of Nursing 


(Henrietta Place, Cavendish Square, W.1) is needing additional 
microscopes for laboratory work in connexion with the sister tutor 
course. Owing to the present difficulty in securing these, the 
Director in the Education Department would be grateful to hear 
from anyone who might be able to lend or allow the College to 
hire one or more of these for the session. It has been suggested 
that there might be some of these instruments unused at the 
present time owing to their owners’ absence from London. 
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